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' u Thi is* Cong ressionai hearing records the te^stimony of 

adminisVration and pub^rc witness'es on H.TIjK 9U3U Md S, 1592 and . 
includes' thp t^xts of th^. legislation. H.B.^ -^USU is an act; ^o amend 
the social security act to increase the doira# limitation and federal 
medical .assistance ^e'r^ntages applicable to the medicaid; prbgrams ^f 
Puerto Bico^ the -yirgin ^Islands, and Guam. S. 1392- is the Child 
/Belalth Assessment Act> which provides for the^^strengthehing and 
improVeiient of ' the early 'and Tyer.io die screening, diagnosis knd 
treatment program k'lid broadens medicaid ^ligib^^ility. DiscussioRS 
focusr ci^ the populations to be covered, in^ terms". of age and condition 
aifd.twrst efficiency of programs, - The §5-page 'final report of the 
lne<rlcan Association 'Of/Psychiatric Services f oi^Xh^ildren to HEW on 
■ defveloji^sental revi^e^w in tlie .early" an'd periodic ssdr'efejiing, diagnosis . 
' an.a tre.ttment optogram is .included in the publication^ In contrast to 
simple screening proc^drures, periodtc'revieif of the ways in Vhich ' 
^development' is* oc'cu^rring *and the forms it takes is' advocated-. Also 
included, is a Besear<?h Dige^^t Series report titled •♦Uncertainties of 
f€deraiy:hild Eeaith Policies: Impact in Two States", which reviews 
two f ederajly support ad child health cai re programs f irom the original 
statement' of Congressional intent to its que^tipjiable delivery at the 
Jiocal level* (BH) 
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CHILD HEALTH ASSESSMENT ACT AND 

. MEDICAID FUNDIN€l F0« PUEKTO itlC 




J. 



. Oi: THE CcaapOTEE O! l(%iNA3fCK. 

4 'i The sri»coininittee' met, pazrsuant to hotJioe, at 9 luun. tWx^^^C] 
Dirksai;Senatfe Office Buildamg, Hon. Abmiaam Kibi'Sir'' -jh'^ 
- Pr^Kt: Senators Ribicoff and Dole. . m t> ,^sul 

[l^^Sress release annoumcing this heasnBg aua th^pft* lls5-»^ 

'^aridS^MZ follow:] ' , , 

^ J [Preps, Release] 

# ' ; ,XJ.sr Senate, .ComrryKE 

. ' . . Sbbcomi^ 

SuBCoMJfrrrEE'ou Health! AwwouifCES Hexbiim^^ on ; -3. Xftte^^^ 

. ABSEsSl^ ACT, AND H.R. 9434-1 NC»EASED.:itolCAHD ^^JNIBEM 

' 3^Honarable Herman e! Talmadge ^D:, J '^^.f^^.S! 
on Health of the Committee on Fi.nahce.at^nounced today '^l^''^^ 
iSlThold a hearing on the Child HealiX Assessment Atr^ W ld»2/ ft. 

1 ffij^tio^^f and benefitefinderibe Me^ for s^«.^.and 

; ""^H&TuSinmee of tl^Jnterst^te and Fo^^ 

. ofito^HoLe of Bepresentatives^^^^ action an ^ .^P».tTnwii^(H.R. 

' hearing on the Child health Assessment Plan '.^m 

Mon^y, Aii«^t i4, 1978, in^^obm 2221 of the Dirjcsen 
T^rhT Subcom&iittee wiU iear initially,, beginning at 
AdmlnistratiQn ajid the Resident Commissioner of Pwer 
0434, a bill to increa^P Federal Medicai4 funding for r*- 
Islands anci Guamr - ^ ' - ^ - 

'R€Que8i8 to teattfp.-m&fm&T^ TalAadfee stated thm^ 
testi^ during these^^ringa must make their reqiieste 
Steraf ^ Di^Ccdmi^ttfee pn Finance. Room 22srT 
B^lSnl, AVas^ 20510, not Utter than cIob^ ' 




'^w'itnes^^will be notified as soon as possible after tmt. 
' ate scheduled to appear. If . for some reason 1:he v^ltnes^- ' 
'the time scheduled, h^e may file a written statement for^ 

^C^nwWd^^ y^lriia^e also a: 

mlttee strongly urges all wltriesses who have a commoa 
their testimdny and designate a single spokesman to^ra 
Slnt orally to th^- Subcommittee. This procedure wiU 
'- to receive a wAdw^^^xpresdlon o£./Tiews than it mis 

witnesses were further iirged to €X«1 a maximijm 
■ stateupiehts. , _/ \^; - - 




at y^.OO A.M.,.. 
- ^Bufl^ng. 

the*' 
jdfAg H.R. 
nhfr Virgin 

f ilUchael ;v 
^^;mte Office 



^^wbtifli. they 
ci^ apijiear at 
UeteL at the 

to consoHdate^ 
doxoomon vleW'^- 
Snbccp^ftmittee ' 
obtai^L An 
Lte thSr 



AdO^tloMUy, becauae of the e^rteosive hearing jrecord established by the vrfouse 
Ijitetst^ awd Foreign Comanerce Comuiittee on the Cfiild . Health Assessment 
^^t^ TirllsMMeB azc^ aBked^Jttit to repeat that te«lBiOBy ;aince the Honsi^ record 
w^becaMfoUy reviewed bjr the Committlee od Ffatance. 




LegialmMve^ JReoarganizctUm Act, 
requires «i21 witnesses appewin? 
aidvance iffUitefi statemeatSrtff tki 
psesentatttlps to brief' smnnuies 
and the nsBBb^ of witnesses nAo 
the iiinited^^tinie araflabile for xhe^! 

iTj^ipy of tbe writtw 
. the mill Mil is scheii^iled ti» 
2, .afi^Htnes^ nfiifttisti 
the pHncKpal poimcs £iidiideri^i2L 

size) asd it l^st TaM»]^» m 
hearigg^ -V- 

4. WgjIp Bses are not 'SQ^rand thttezr wri 
but ardHb confine their iD^oiiiiuHf or^ ^ 

^poimts iDClttded in ti^e scatenmt. 

5. I^o anore thav 10 minutves wM\ al'K 
i Witnesses ^ ho fail to complv witfti trhes4» 
testify. .1 

TTHWeii rfH?<fmen<«.— Persona not a-cbiMW^ 
others who diesire to presemt tb«Eir rsex^-^ 
pare a wi^ttesi statem^t for siitbnu>«siiTt 
the hearings. These written staxem^ss 
Stair Director. Sesiate Committee ox. ^iiv«Nv 
Building, Waahingfo^ D.0. 205330, laoi ^rf>^ 



Legialaccye Reorganization Act of 1946 ; 
the Commidoees of Congress to '"file in 
►posed testlmoBy and to limit their oral ; 
their argument" In light of tttus statute; 

to. appear b^ore the Subcomunittee, and 
rings, all witnesses who are iMch^dnlW to 

t:nnist be liled by noon th*- day before/ 

theiir writi*>»n statements a smmmary ot, 
natement , 

r i»e typed oj4, tetter-size pape?r (not legal 
t>e sutag^t^-^^ before the begtanlng nof the 



ents tp the Subcommittee, 
ons ^ a summary of the 




the oral summary, \ 'L 
viU. forfeit their privilege to 



:o madtif an oral presentation, and 
TSnaaconnmUtee, are ur^ed to p^e- 
iciiJffiiOii in the printed record of 
i Ih qibonitted to Michiael' Sfem, 
. Uoom Dirksen SMiate <5fflce 
:an Jl'^cjumy, August 21, 2978. ^ . » 




2d Swbov ^ 



^ yim 8E g^TE-(^^E- ijaB^^ states . 



F^UART 8 (legislative day,-FEBr( At^^r^v , ,.1978 
tad twice and refenwl to the Conum t- on Finoace 



^ An act '/ 

- To amend tbe Sodal ^Security Att to in«n««e 'the SoUar limitar : 
tions pud Federal medical as^istamsct percentages ApyKcabk 

■ to Hk medicaid programs of Puertcil^eo,. the ' Virgin Is- 
lands, and Guam. _ , • 

' -I Be it enacted by t^e Senate and Eduae of Represfnta- 
.2 \iu^of the^UnhedStatesJ>f2merkminComjress.assemblea. ' - 

3 ADJUSTMENT OF DOLL^ LIMITATW,-^ ON MEDICAID >AT- , 

4 MENTS TO rUEBTO EICO, THE ttbcIN ISLANM, AMD 

5 GtfAM . ^ ' ' ' . . ^ 

6 Section 1. (af Subsection (c) of section 11 0^ of-ihe • ' 
• 7 Social Security. Act (42*U.S.C. 1308 (c) ) ■ is amend^e to 

8 read as follows : • • 
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1 \ " (c) The totaL fflioiimt certified by the Secretar}^ under 

2 title XlX with respw t to — . «i 

3 "(i) the fiscal pear ending Septemrjor 30, 1978, 

4 for payment— 

5* ^i-^) Ptierto EicA) shall isot exceed 

e " JS50itD00,OOiL - 

7 " (B) If Iphe Virgm, Island* shall not exceed 

. 8 $1,600,000, md 

9 ^ " (C) lll^'Guann: -shall nox exceed Jl,475,000; . 

- V ^ - ' ' . - - ie 

10 " (-) ve:air<)nding:?^eptesnb 30, 1979, for ' 

« ' » - • ■■ I • 

11 . pmyment — * * ^ ' 

12 "'(- * ^" PueTto Eico shajl nat exceed-$60,* 
43 000,000. * ^ ^ 
.14 "(B) to the Virgin Island.- shall cot , exceed 
15< ^2,(10(^1)0, and ^ 

16 "iC) toMimm shali not earrecd $1,800,000; 

' 17 ^ ' and • ' ^ ' \ ■ 

18 '*^(3) ^^-ach sTTti^seqinent fiscal year, for payment -.to; 

19 Puerto Eico, idie Virffin Islands, and Guam shall -not . 
• 2^ I'^xWed "tlie amomiLr specified ^^■pbparagraphs {A.) 

21 . (B), and {Q)\ rci?l)ect!vely, '^'of pai^^ph (2) m- . 

22 • ^ cre^d by a perceniioge equal to the percentage iqj^reaise 
23^ In the'^onsuiher Price Index (published monthly by 



1 . " the Bureau of Labor Statistics of the Department 'of 

2 Labor) between October 1, 1979^ and the first day of 

3 . • such fiscal year.". ' 



. . 4 (b) The amendment made, by subsection %) shall 

-t • 

5* ^PP^fy ^ fiiscal y«ars beginning after September 30, 1977. 

* 6 BLlMlifATION OF SPECIAL^LIMITATIOX OX THE FEDERAL 
*7 MEDICAL ASSISTANCE PKRCEXTAGE FOB PUEIJTO BICO, 

8 THE VXBGIX ISLANDS, Aiflf^GU-Sft 

9 Sec. 2. (a) The first sentence of section 1905 (b) of the 
l(r Social Security Act (42 "U.S.C. 1396d (b) ) is amended— 

11 ' (1) by striking oirt "(1)", and 

12 (2) by stiiking out and (2) "-and all that 

13 ^follows through "shall^be 60 pw "centum", 

14 " (b) (1) Exc^jpt as provided" in paragraph (2), the 

15 amendments made by subsection (a.) shall apply with re- 

16 spect to care and services provided, under a State plan 
. 17 approved under title XIX of the Social Security Act, in a 

18 calendar quarter beginning "after September 30, 1978. 

19 ^(2J Eachj)f the agencies administering tx supervis- 
' 20 ing ihe admmistration of the State plan, approved under 
a21 ^tle XIX of the Social Security Act, for Puerto Rico, the " 
.22 Virgin Islands; or Guam may elect not to have the amend- 

♦ 23 iiients notlide by subsection (a) apply to any care or 
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services provideif in its jurisdiction to aif mdividual oyer a 

period of timfe beginnmg before October 1, and ending 

' • If . • 

after October '1^ 1978, ^ - ■ ' 



Passed thi House of Representatives February 6, 1978/ 

Attest: ' EBMTJNI) L. HENSHAWj JR., 

- Clerh 



IN JHE SEJfATBTOF THE UNITED STATES 

ApkOj 26 (legislative day^ Febru,\rt 21), 151? ^ ^ 
Mr. RiBicOFF (for hii^f, Mr. Hathaway, and Mr. Kennedy) introduced the 
following bill; which was read twice and referred to the Conimittee on 
Finance . v ^""^ 



T 



To strengthen and improve tHe •early^and ^enodi^screemng, 

diagnosis, and treatment progrtoi, and- (or other purposes, 
1 Be it enacted by the Sendie and House of l^epresenta- 

' 2 'lives of the United States of America in Congress assemtled, 
■ . • . ' ■ ^ 

3 Ttat Ais AtJt may be known as the "Child flealtji Assess-,. 
. ■ . ' *' ' ^ 

4 ment Act". ^ - 

^5 ^ *. DECIiARATfOX OP PtTRPOSE • ' ^ 

' 6 Sec. 2. The purpose of this Act *s io niodif^r the early 

7 ' end periodic greening, dia^osisf and trcatriient prbgram and 

8 broaden medicaid eligibihty-T 

9"^ , (1) to continue and expand tlie avnilnWlity-'of 

10 health care to cliildreri whose families d/) not have ade- 
IX qOate resources to cover the; cost of such care and to 



1 



stren^fheh eflbrt§ to assure .adequate health ftssesa- 

^2 ments, diagnosis, treatment, and'"periodrc' reassessment 

3 of all eKgible children; ' . " 

• *' • ^^ ■ • ■ ' ^" . 

* ; 4 (2) to inciyase th^ number of childreii eligible for , 

; 5 sUchcare; ( " r. > 

. 6 . ' ^ (3)/to assure^the continuitjT Df care for a period after 

7 ' a child would on account of income l^ecojjie ineligible tor 

■ ' • a ■ . • ■ i ' ■ ■ . ■ 

8 • naedical care under title XIX of , the Social Security . 

9 " Act; \. ' ■ . ■■ 
10 (4) to. increase immunization levels of children: 

.'li; . and. X. - " ■. -...-^P': 

' i2 , (5^ to provide further incentiviea to States to 

l3 ■ arrange fcjr and encourage quality health care for 

■JL4 children. ' \ . . ♦ . 

15 REQVIKEMENT FOB ASSES^ENT AND XpEATJtrEN^|fOF ALL 

16 Il^COME ELIGIBLE .CmLDEEN ^ 

17 Sec. 3. Section 19,02 (a) (13) of tlif Social Security***^ 

18 Act is amended by inserting "and'- at t^e end of subpara-^ 
-19 grAi?h fR), and Vy inserting after subparagraph (E) 

2D th^ following new subparagraph— 

^1 ; J- ^ (F) effective October 1, 1977, in the case of 

22 ^ any iqdividuaTunder the age of six who is a mem- / 

23; i her of. a family who would, on the basis, of income 

24 and resources, be eligibld'for aid under the State plan 

25 .approved under part "A of titl^IV of this Act, but 



i' ' /.who is not- a /dependent, child. <is that; term is 

2 *: defined in section 406 (a )^ of tKis Act, for the inchi- 

>3 sion of the cccre and 'services, specified in section 

4 y. 1905^a) (B) ; and " . . 

5- : . '/ (G) effective Octoher 1, 1977, in \he case .of*. 

' jg . ^ - any- individual under the age of twcnty-one^who 

. 7 "^^^^as received Eis periodic assessment pursuant to 

8 s ' section 1912(b) (1)-, for the inclusipiT of "all care 

- 8^ and services appropriate. for indiwduais under age; 
■* 10 twenty-one (but not WcesS^rHjCinclud (i) those 

-S^'-'iS' y&QTXy^ A^y^ 00 dental 

.>13' * Vcare ^wf'hen not fw treatme^?^f 'condi^^ohs dis- 

.14 * - 1^ . covered'auring ah assessment) -for whkh pasonent is 

15 1^* available mder this titl^^ 

16. State plan for the :Sf ate such care aoid'sery-ices are 

17 - , . .. provided to individtjals who have not be^n pcriodi- 

1,8 ' cally 'ass,essed pursuant to se^on 1912 (b) (1 ) 

19 MEDICAID ^ELIGIBILITY OF CltBTAn^ OHILDBEN TJ^^DEB SIX 

.20 Sec. 4. (a) Sectipn 1902 (a). (10) of th(^tA.ct is amendficl 
Zl by Striking out "and" atvthe end of subparagraph (B).,: 
22 ' by redesignating subparagraph (C), *as/^ubparagraph (P.),. 
23j«>^nd by adding after subparagraph^ (B). the follbwmg new 

- 24 subparagraph : . - 

25' ' "(p) for making medical ^assistance' available 



$^ ■f"^'^'^ to any individual •under the age'^of six who is a 

.'2^ ^ -member of a family who would, on the l^asis, of in- 

3* / f' come'^and tesources, be eligible. for tdd under the 

4.'vf*. * State plan approved under part A of title IV pf this 
• ' • ' ' ' 

6 ; . . ' . is not a- dependent child as that term is 

6 • '^ned in section 406 (a) of this Act; and'\ 
. "7 >,'. fb) (1) Qectibn 1902.(a) (10) of the Act is amended 
: 8 '"by ihsertingy/or;(platise"^ (G) " afte; '^clause (A) each place 
9 it apjpearis in that section, ' . . 

10 .C2) Section 1902^a) (10) (I) of the Act is , amended 

11 by inserting "or pursuant to clause (jC) o£ this paragraph, 
- 12- clause- (F) or (G) of payagraph • ( 13) , or seuction 1912'* 
-/ rafter '^snction 1905(a)". , . • ./ 

14 '' CHILD HEALTH ASSKSSMKNT PROGRAM 

15 , Sec. 5. Title XIX. of the Act is amen de^;^ by inserting at 

16 the end thereof .the folloisviiig new section: 

17 • "child;, HEALTH ASSESSMENT PROGRAM . 

18 . "Sec. 1912. (a) Effective October t, 1977, each ^tate 

19 with a plan approved by the Secretary under section 1902 
' 20 (b) must include the provision of child health assessments 

21 and primary, care pursuant to tins section to any individual 

22 under the age^of twenty-one and eligible for such services 

23 pursuant to section' 1902 (a) ( 13)- (B) , any individual under 
24 . the age of six and eligible for such serviced pursuant to jec- 

•25 tion 1902(a) (13) (F), and any other individual under the 
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1 age of /twenty-one who is eligible for such Servtces under the 

2 Stq/e/pf|to approv/d under this title. v 

3 , / y^'^ttpKldyh^ under this title may be 
:4 yrovideSn^Iy yy a'bealtn care provider wlnp enters into an 

5 //agreement with the State agency responsible for admiuister- 
Irig'or supervising the admmistration of-tlie State plan under 

this title to# ' / ^ / ' \ 

. provide to individuals specified in subsection 

(aj merio^ic hejalth. assessments, , as required by regxila- " 
tiom of the Secretary; 

" (2) provide to individuals assessed a minimum 
i rdnge. of diagnostic and treatment services (including hn- . 
munization against childhood diseases) as required by 
regulations of the Secretary, except that in lieu thereof 
(A) during. the period beginning OetoBer 1, 1977, aud 
ending September 30, 19787 a State may enter into an 
agreement with any health care provider who agrees 
to refer such individuals for .siich diagnostic and treat- 
ment services; (B) during the period beginning Oc- 
tober 1, 1978, and ending September 30, 1980, a State 
may enter into an agreement with any health care pro- 
vider who has written arrangements ior the referral 
of such individuals to' appropriate providers for^ such 
diagnostic and treatment services; and (C) after Sep- 
tember 30, 1980, the Secretary may, with respect to any . 
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^ 1^ geo^m^phie a/ea in a Sttttejt etnitiaue to aUow agre^ 

2 - pui'suaiit to clause IB) if he deteriiuiies that a State 

3 has nl^de reasoi^We efforts to assure provider participa- 
^.4 - ,tioii, ,biit the number of providers who have agreed with 

I . ^ ^'-the ''Sme to provide directly diagnostic and treatinent " 

■ ' V\ • '..'"i* • ■ '^^ . ■ 

6 ^ . o Siervices- i& insuflfieient to serve <the number of children 

>' ^ ■• • ■ ■ ■ r ' ' 

7 ^ wlio' are^eligible piirsiialit to (his paragraph for such . 

Q , servi 



services; / 
" (3) refer such individiial/to a 



9 " (3) refer such individiial/to appropriate providers 

10 for any cw'rective treatment tlie need for which is dis- 

»J1 , . closed by an assessment but wliich is iiot available. direct- 
12^^^ ly fcom the provider who has the* agreenientvAvi^li the 
13 State, and follow-up to^ assure the provision of such 

14-^ ^treatmei^ .J » ^ 

15 " (4) take responsibility for the uianagemeht of the 

16 medical case of each individual assessed to assure that all 

17 medTcai services which are offered under the State plan 

18 / (pursuant to section 1902(a) (13) (G) ) and which are 

19 found to^be oecessary pursuant to an assessment are , 

20 made, availiible in a timely manner and that reassess- 

21 mehts afe performed as' re<|uired in regulations of the 

22 Secretary; ^ 

23 "(5) be reasonably accessible on an ongoing basis 

24 to individuals who have been assessed to assure the cori- 

25 f tiniung availability of medical care ; and 



17 



V (6) myK^ieports which the State or th(J Seerejary 

/V ' ■■ ^ ■ ' ■ ■■• ' 

may reqiiire/to assure conipliaiice with< tlie re.qi^ifeiuenls^ 
' 3 ^ » ol this section. 

4 '|4c) Any individual under the age of ^eiitj-^^^^^^^ 

5 has received an assessment pursuant to thiS section ^Jiball, not- 

■ Q ^ withstanding any other provisi(^ o| this^secttQn or the ^tate ^ 

7 .plan approved #»'nd^r this jitle, remain eligible for all care ; 

8 andservicesprovided undettfee State plan to inaividuals who 

9 have been Jisses5.ed for a period of six months follo\ving th^ 

10 date on which the income andHresburces of, his family 'first; 

. ■ ■ / • , * ' * ■"• 

11 exceeded the eligibility limits specified in the State plan for 

- 4I2 ^ch care and services, or/!if the individual was "Eligible fof i 

13 aidiio^ami^es with dependent c^ildfeh under par^ A of title 

14, IV of tWs* Act, for a pericfd of six months following the date 

15 • on which he becani^MiSleligible for such aid, except that i_p . no 

1^ case shall an fndrvidual 'be eligible for'^such care>nd sen'ices 

17 by reason of the application of this -subsection (1 ) who has'' 

18 attained the age pf t^-enty-one or, (2) wlfb-haj^not beeii^ 

19 reassessed in a timely manner.". 

20 ADDITIONAL STATUE PLAN KEQTTIREIVrEXTS ^ 

Sec. 6. Section 1902(a) of the Act is'amenSed by strik- 
ii\g out "and" after paragraph (85), by striking out the' 

23 period after paragraph (30) and inserting instead and" 

24 and ty^ adding after paragrapF^^sfjhfe^ new. 

25 paragraph— 
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1 - -^'"(STy provide that. the State will encourage par- 
^2 ticipatlon by physicians ancT health ccife c^H^s in tlie 
' 3 . program described in section. 19.12 of this Act; will as- , 

4 \' sure coordination between State and local^gienbies par- 

• > ' ■ y^- • ' ' ' ' . - ^ 

5 ticipating in that progi*am and community l^ealth centers 

■ ■ , ^ ■ . /f ■ - r ■ • ' /■■ / . 

6 ^ funded under secfi(5n''330 of the Public Health Service 1 
. 7 Act; an4 wiu assure the availability of appropriate sup- 

. $ poirt .services including case {racking and outreach) , m 
9 accordance ,with regulations of the^ecretary, tiRindivid- % 

10 .-ilalsland health carjs^ providers participating in the pro- 

11 . ^gram described in section 191^.". 

12 ■ . ^/FBDBEAli KEiMBUKSEMENT ^ 

13 / SecJk (a) Section 1903'(a) of the Act is amended by 

14 jredesignating-paragraph, (6) as paragraph (7) and by add- 
15.^Jng after paragraph ' (5) the following new paragraph — 
16 / "(©) an amount equal to a per centum of so much 
17' of tho^su'^as^expended during sucli quarter as ate at- 
18 tributableto child health assessments perfornled pursuant ^ 
19. to section 1912(b)(1)' atid to diagnosis^teatmeAt 
20 ^ (other than dental land inpatient care) , referral, foUow- 
21; up, and medical case -management of individuals who 
h22 have been assessed pursuant to that section and regula- 

23 \ tions^of the Secretary lyomulgated thereunder; which 

24 ' per centum s^iall be equal to one-half of the sum of the 

25 Pederal medical assistance percentage (-as calculated for 
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1^ j^y^purpos^^^ (1) of this sul[)section) and 90 

2 perrcentum or ?5 per cerftum, whichever is greater; 

3 plus'V V: V 

. >4 (h) Secti^ 1903 the Act is amended by aHding at 
N 5 \the end thereof the following ne;w subsections: / ^ , 

6 '' (i) Notwiyj^tant^rig any other provision of this title, 

7 feeghming Octobef |,, '1^77>:j(#h.enever ^e Secretary deter- 

8 .mines: that a Stiate ddes-^nbt have a program, -which meets • 

9 ^ such 8tan4pxds?^i^'lte shall spQj^fy in regulations, for the 
lOV purposes of— , - 

11 " ( 1 ) informing^faniilies ot children eligible pursuant 

12 ' to subparagraph (6) priF) of^section 1902 (a) (13) 

13 : for services under iHe'Si^te plan pursuant to section 1912 

14 of the availability of such? ^rvices^ ^ 

15 "(2) a5Surlng;the provision of child lieiuidi asses^ 
16^ , mpnts in a timely manner* in cases whei:e it it^ requested 

17 ' and required under the State plan ; 

18 - «(3j assuring the provision, in a timely manner, 

19 of any medical care or service the n^S^ for which is dis*- 

20 closed by an assessment; or 

21 . (4) assuring compliance with the terms, of the 

22 , agredments it has with providers of services under sec- 

23 tion 1912; . . 

Co'. 

24 the Secretary shall notify die State of such failure and that 

25 the amount otherwise required tB be paid to sue 



1 with.respect to eachsucce^ing fiscal quartertojlowing sub^ 

2 notificfttipn pursuant to paragr»?phs (2) , (3) , (4) , afid (7J 

3 of this sectidh for the adni^fej^ty plao^shall 

4 rechicell by 20 per c^ltaBju^that smount until the 

5 State shCBCrs to the satis^^^^Htbe Secretary tiiat the 
< "is failure with respiect to wi^^^flduction applS^s has been 

7 cosected. Until the Secretary i^fO satisfied^ he shall make 

-e any reduction referred to in the preceding sentence, except ^ . 
9r' ' t^t if the Secretary is satisfied that the State intends to <jor- . 

10 feet su^ failure^ (be "^cretary inay widihold the imposi- ^ 

ll' tion of the reduction referred to in thte preceding sentence'for . 

12 a period of time, not exceeding six months, to allo'W the ^ ^ 

13: State to fully comply with the requirements of this substc-' 

14 tion, and where, at the end of -any such period he determines 

15 tiiat the failure with respect to which th^ reduction would 

1^ apply has been corrected, he may waive the imposition of the ^ ' • 

reduction entirely. Xotiiing in this or any other section of 

18 this title shall be construed to require the Secretary to review 

1^ a StateV activities to assure compliance; with this s'ubsec- 

20 tion more frequently than he determines is necessary based. 

21 upon the State's previous performance iu meeting the re- 

22 quirementsof tbis subsection. Eadi^State shaD cooperate with 
.23 the Secretary by providing appropriate documentation of its 
24 ^rformance pursuant to this subsection. ' ' * 
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1 *r(m) Notwithstanding any other provisions o 

2 with respect to any qvai^r beginning after September 30, 

3 1977, for which the Secretary determines tha/a State has 

4 m^t ibe cnteria tox gc^i performance applicable to the prtH 

5 gnun required by section 1912 which he shall specify in| 
I 6 Tf gtdfttiong this Rrihsflptaon, he shall pay, , in ad- 
- % dition to any other parents he is reifilred lo make to the 

8 Btote poTBuant to thbvsection, an amount equal to 25 per 
♦ '9 ' isentuin of theremaindef ispecified. iu'sectiou i903Xa) (7)., 

10* l^e stftndaird^ the Secietajy ^hall specify for determining 

"ll. good performance under this subsection may include criteria 

12 such as the percent of children eligible for assessment undei^ 

« 13 the State plan who are assessied; the percent of eonditiona 

14 identified during an assessment which are treated; and the 

15 percent of children eligible for assessment who are fully im- 

16 munized following assessment.", 

17 ^CONFORMING AMENDMENTS 

. 18 '"^ Sec. 8. (a) (1) Section 403 (g) of the Act is repealed, 

19 (2) The amendment made by paragraph (1) of this 
^JSO?^ 'Subsection shall be effective with respect to quarters begln- 

21 ning after September 30, 1977. 

22 (b) (1) Section 1905(a) (4) (B) of the Social Se- 

23 curity Act i& amended to read as follows: (B) child health 

24 assessments, diagnosis, treatmefttj-l^ferrai. and medical case 
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1 mamgement of indEvidaak under the age of twenty-one who. 

2 are eligible for such aeirvkes under the State plan in accord- 

3 ance with the requhremenlB/in section 1912 

.4 (2) The amendment made by paragraph (1) of this 

5 subsection diall be effective beginning October^ 1, 1977. 

6 (cj Any indiyidual who ha^ been greened pursuant to ■ 
7^ sfectionllafOS (a) (4) (B), as in effect prior to October 1, 
8 1977, and who meets the criteria pertaining to age and date 
.9 of -previous' screening which, the Secretary shall specify in 
XO regulations^ shall, for purposes ol thjB amendments made by 

11 this Act, beseemed to l^ave been assessed according to sec- 

12 Von 1905(a) (4) (B), as amended by subsection (b) of 

13 this section, on the date when he was screened. 



■ ■•• . ... If 

♦ • 

Senator E^bicoff. The committee'will h^in order; • 

The first matter beforie: usjs H.R. ,9434. The Honorable Balasar 

Corrada and Robert Derzon. ' - I . ^ 

You may proceed, sir. I understand you h^e a summaryi, but your 

entire statement will go itfto the ^'ecord as ii^ad. 

STATEMENT OF HON. BALTASAk (X)EEAI)A, itESIDOT dCOMM 
SIONEE FEOM- PTIERTO RICO ; ACCOMPANIED BY DR^ JAIME 
RIViaL^-DTJi^O, SECRETARY OF HEALTH, PUERTO RICO 

Mr. CoRHADA. Good morning, Mr. Chairman and members of th<>- 
committee. I am accompanied by Dr. Jaime Rivera-Dueno, Secretary 
of Health for the Commonwealth of Puerto Rico, and it is a pleasure ^ 
for me to appear before you today. . / V , ' 

This bill provides for an increase in the ceiling of Federal expendi- 
tures for the medicaid program in Puerto Rico, Guam, and the Virgiit^ 
IslaAds.lt is a very simple and I believe noncontroversial piece of 
Isolation. Afijtpu pi-obably know^ this bill passed ^ the House under' 
suspension of!me rules, which meana^at a two-third majority was 
required for itspassage. - ' , j • • 

Mr- Chairmfm, bne of the priorities of Governor Romero's admmis- 
tratioh is to provide the best possible health care to the -people^ of. 
Puerto Rico, but unless we are. afforded a better treatment under the 
medicaidf program, mqst of our efforts will be seriously-hampered. . * 

The medicaid program was designed to provide medical care to^those 
in onir society who are mtedically indigent. By'placing ceilings apd re- 
strictions on the applicability of the program in Puerto Rico, we have 
been seriously, constrained in carrying outikhe spirit of the la^v. 

The public health care system in Puerto Rico is a very extensive one 
. and it proVidea^services to approximately 1.3 million persons who are 
eligible for medicaid and an additional 400,000 persons who receive 
services at 100-percent State cost. To keep this expensive system oper- 
ating at adequate standards and servicing this large clientele, the 
Government of Puerto Rico spends around 10 percent of its total 
budget for health care. j ' 

For example, in the 10-year period from 1965 toJlOTo, the Govern- 
ment of Puerto Rico's appropriation? for health care were increased 
from $37.8 Million to $109 million or by 188.4 percent. For fiscal year 
1977-78, this figure was increased to $141.2 million. . 

Diinng this same period, the ninnicipalities of Puerto Rico increased 
the healtfi care costs^f rora $24:2 million to $5a.8 million for. an increase 
. of 122 percent. 6ovjernor Romero-'Barcelo in his testimony before the 
House Subcommittee on Health assured the members of tlmt subcom- 
mittee that the dollar commitment to the improvement of health care 
in Puerto Rico will continue to increase and that no reductions will be 
made in the health budget if we receive additional Federal iimds under 
the medicaid program. I would like to make that same pledge to this 

subcommittee. , , , , , * i • i x i • 

Attached to my testimony, you will find table-A, which 1 make part 
of this testimony, and I request that it be made part of the record,- 
showing the constant increase in the Ipcal appropriations. 

Puerto Rico has also invested heavily in physical facilities. Approxi- 
mately $210.5 million have been spent during the last 6 years from 



local-functs f or the consti^uction of diagnostic and treatment centers to 
. provide servites to the medically indigent. , 
. When-Congress established in»1965 the hiedical assistance program 
through title XIX of --the Social' Security Act, Puerto Rico was 
inclucfed in the same manner as the States except that the matching 
formula Xipplied^ to tha island was 55 percent. But in 1968, Congress 
established^ an annual Veiling df $20 million for the program aod 
reduced the F^eral share to 50 percent. In 1972, the ceiling was raised 
to $30 million-, which is still the applicable ceiling for medicaid ex- 
penditures in Puerto Rico. ' , ^ ' • , n _ 

Title XIX of the JSocial Security iVct, as it applies to Puerto Rico, 
do^ not entirely 'fulfill thfe intrent of Congress of helping low-income 
families iji the Nation to avail the'njpelves ofliigh-quality medicrfl care 
*on an equal basis witfc those who can afford to pay for it. The con- 
straints imposed 'by the ijgfle^ibility of the statutory limitation qf $60 
million and the reauirements that tJie island comply with virtually the 
fuU'ltinge of legislative ^nd'administrative conditions for the^receijit 
of these funds, as they apply to.the States, are the key factors tharlimit 
th^ fuU implementation of the program in Puerto Rico. 

The medicaid prograin in ^^tterto Rico has to provide the eame serv- 
ices to welfare and health clients, and to engage in v^irious administra- 
tive actions as required from the States, despite the Statutory financial 
limitation to the island. ' 

The range of required services includes medical and hospital serv- 
ices; early ^nd periodic scj;eenings; diagnosis and treatment for chil- 
dren; home health services; nursing home services; family planning 
services; and reimbursement for certain emerg*ency and other health 
•services provided in other States^to participants while traveling in the 
mainland. These service requirements alone imply costs far in excess^ 
of the available State and Federi^l financing. • 

To aggravate the problem, we find that the government of Puerto 
Hico has been sued in court by the Puerto Rico. Legal Services, Inc., 
which is funded, by the Federal Government, because ,we are not 'able 
to comply with Ffedcral regulations under the medicaid program. Glpe 
of rthe main reasons, Mr. Chairman, that makes it difficult for us to 
comply -vVith these regulations is that we do not receive adequate fund- 
ing from the Federal Government. Certainly we are anxious to provide 
morp and better service^. 

^ Mr. Chairman, as I mentioned before, the public healt|n ca«'e system 
in Puerto Kico is quite exterlsive. Due to the severe liriiitatiohs of f uj^s 
we are providing only in a very limited scale nursing home services 

jind we are linable to reimburse other States for emergency and other 
services provided to the residents of Puerto Rico. 

During the last few years, most of the Federal legislation related 
to the delivery of*health services to the medically indigent population 
has been based on the third-party reimbursement concept. In. the 

" United States the main source of third-party reimbursement for these 
pln)grams is medicaid. This is obviously not true in the case of Puerto 
iSico and, therefore, any progr^ depending on third-party reimburse- 
ment is doomed to failure. 

This is so because most of these programs provide only for "seed 
money" with a phaseout schedule providing.the projects enough time 
to become self-sufficientTthrough third-jTarty funds. In Puerto Rico, 
\Me cannot foresee that this will ever be leasible because of the absence 



or 
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of third-p;arty payors, especially medicaid. If this trend continues, the 
dicallv indigent in Puerto Kico would not be able to benefit from 



me' 



t^ny of th6 new legislation their counterparts i^the United States are 
benefiting from. * - j xi. \ 

, Although Puerto Rico, has made efforts of its own to expand the 
health budget it has been unable to effectively upgrade the quality and 
expand the services to our indigent population. 

most of the increases in funding have been offset by the annual 
increase in populationfthe high cost of living, and inflation in health 

, care cost^ • n ^ 

^ ;AsI hive stated before, approximately II milhon pei-sons m Puerto. 
Rico are^onsidered to be medically indigent,, 37 percent of these, or ' 
975,000, ate children. This low-aged group places increasing demands 
on the tinanfeial' resource of the Gdvernment of Puerto Hico if we are 
to provide them all the health care services they need. 

THb cogt of living in Puerto RiQo is higher than in most areas of the 
United States. As a matter of fact, the U.S. Civil Service Commission 
hasi. established a 12.5-percent cost-of-living allowance for Federal 
employees working in the San Juan metropolitan area, and 5 percent 
^ for" those working outaide the metropolitan area. A, recent report for 
the Puerto Rioo Department of Labor shows that there has been a 67- 
percent increase in the cost of living in Puerto Rico over the past 8 
years. This same report indicates a cost-oWiving' index for .medical 
care of 190 J percent. ' . j -j 

As ah example, Mn Chairman, th^ average annual medicaid pay- 
ment per eligible recipient in 1972 \\W.$21.21. In 1975, that was equal 
« to $12.85; an effective drop of $8.40 due to the decrease in the purchas- 
ing power of the dollar. , > ' 

' As you can sed, the $30 million ceiling, unfair as it is, becomes jnore 
- burdensome because of inflation.and thn liigh cost of living in medical 
^care. 

In conclusion, Mr. Chairman, it is unfortunate that after 9 years, in 
spite of a considerable State effort, Puerto Ri^o has not been able to 
re^ich the commendable goals set by medicaid legislation due to insuf- 
ficient^f unding.' In order to pi-event furtlier deterioration of tl|e serv- 
ix^ and to treat as equal the medically indigent U.S. citizens residing 
m Puerto Rico, we urge this committee to recommend the lifting of 
the $30 million ceiling for medicaid expenditures in our island.^ I 
believe that the House-passed bill takes a sensible approach and I hope 
• that this committee will concur with the House on this, matter. Mr.. 
^ Chairman, I have provided the subcommittee with a series of tables 
containing data relative to niy testimony and I would appreciate it if 
they, could be made p?irt of the record. 
Senator RiBicoFF. Without objection. , . 

[The material referred to follows :] 

TABLE A.~STATE AND LOCAL APPROPRIATIONS FOR HEALTH IN SELECTED FISCAL YEARS 

' ^ 9 Appropriations (millions) 



Sourcts '^'"^al year 1965 Fiscal year 1975 



Pu'erto Rico (Slate)..:.!...! -— ^ : — ' $37.8 . $109.0. 

Municipal:. : - - - - 2i.2 ' * 53. g 

Total..... - ^62:0 162.8 
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PERCENT OF EUGtBU MEDICAID PATIENTS BY TOWN 



Towo 



PopuUtion Percent eligibles - 



Agma. 

. AgdadiUa 

AtittS Butnas. 

ATbooitD 

Affttoo....... 

AridW-.^-.. 
- Arroyo-- 

Florldt. 

. Bamnquitis^-. 



40.. 

Cagttas- 

Catnuy.-... 
Canovtmi. 
Carolina... 
Catano 



Clalis.. ^ . : - 

adni ...^ - _ - 

Coamo...- ^ — - 

Comtrto ^ 

Corozal.. : .'.-x 

Cdabn : ? 

Dorado.. 1 

Fajardo .• , ..: --- 

Guanka 1 

Guayama ^ — 

GuayaniHt.- 

Goaynabo 

Gurabo..^ , t 

HttiOo...: : 

Hormlfuero^ r 

Humacao. - 



Jayuya 

Juana Diaz 

Jtijieos^ 

Lalai...,....,.- .... 

. Lares 

Las Marias.... 

,Las Pledru 

Luquillo 

Manati...... ........ 

Marteao 

■MaoRabo .". 

Mayagiiez... 

Moca.: - 

Morovls...: 

. Naguabo .■ 

Naraojito ^ 

Orocovis i ..Si. 

PatiBai....^..... 

. tPaniMlas.: l 
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Mr. COKRADA. TKese tables and charts show the State and local ap- 
propriations for health in selected fiscal years, hosbitalizatioh, indi- 
* VI dual^ costs, , . ' 

They also sho# State and municipal funds, appropriation for health 
services m Puerto Rico for fiscal year 1967 through 1977; total vendor 
payment under title XIX for fi$cal years 1971 ttfough 1976; unem- 
plOTment rates m Puerto Rico through the years 1968 through 1977 ; 
uid general consumw jTrice index and medical care index, PUerto 
Rico, 1972 through 1977; Puerto Ric^o estimated annual expenditufe 
for a family of five members; and a sumimary table ; pe^ce^fe of eligible 
medicaid patients by idand municipalities. All this information will 
be of help to the subcommittee. ^. » 

Further, Dr. Ri^ra and I will be glad to answer any questions vou 
. m^have. ^ , - ^ . 

Senator Ribigoff. .Thank you very much. » .* 
.Mr. Derzon? ' ^ 

STATEMEHt OP BOBEET . DEEZON, ADMUnSTEATOE, HEALTH 
CAEE HNAireiirO ADimnSTEATION, ^ DEPAETMEHT OF 
HEALTH, EDUCATION, AND WELFABE 

Mr. DmzoN. Thank you very much, Mr. Chairman. I^am Robert 
Derzoij, Administrator of the Health Care Financing Administration: 
to my right is Mr. Richard Heim, Director of the Medicaid Bu- 
rM.u. We are pleased to be here todav to strongly support the objectives 
of H.R. 9434, increasing Federal aid to'the terfitomg. 

I think it is self-evident from the testimony you have already heard 
that [an] extraordinary increase , in inflation and health care costs is 
taking place in Puerto Rico, Guam, and the Virgin Island^as it has 
thrpughoiit the rest qi the United States. The ceiiiiigs oPFederal 
assistance have not been adjusted since 1972, and we strongly concur 
that adjustments need to be made so that, in fact, we can have a fair 
programjlfor all citizens of the tJnitpd States, wherever they might be. 
xT ^^w.'^^'^^ ^ strongly urge the committee's support of the 
thrust of H.R. 9434. We would like the effective d^te to be-^fter Octo- 
ber 1 of this year so that we can make proper provisions within the 
budget of the President, and we would like future increases in the ceil- * 
mg to be tied, as they are in the proposed bill, totthe Consiimer Price 
ixidex so that there can be adjustments each year, without going 
through an additional legislative process. , , 

The administration's proposal transmitted to Congress: June 7, 
would increaise the proportion of Federal matching from 50 to approxi- 
°^fl'*§ly 7.5 percent. This seems moi-e reasonable for these territories, 
where the per capita incomes are very low, than the approach proposed 
mH.R. 9434. ^ ^ 

I think that summarizes pretty fully our statement. We would l)e 
pleased to answer any questions. i - ■ " " ''' • 

Senator Ribigoff. Does the administration suppdrt addiriff the Mari- 
anas, to'this bill? ^ . 

Mr. Derzon.' Our draft bill would also extend the medicaid program 
to the northern Marianas, and would permit Federal financial partici- 
pation in medicaid costs of up to $1,500,000 per fiscal year. As is pro- 
posed for Puerto Rico, Guam, and the Virgin Islands, the match.rate 
would be established at.75 percent. 

Senator RmicoFF. Thank you very much, gentlemen. 



piieprepareddatementand letter ojf M^^^ ^ • 

Staxdbht or BraxBr A. Debwn. ADimnBTRAiOB, Health Care FinancIho • 

ADimnBTBATioir , 

" Mr ChaiiiMii. I am Bleased to ^re with y.on and the committee Uie l^l'^rt- , 
laSe^s^ST^aBTji^rwhich would increase Federal Medicaid fuudiug for 

^SS&r^m^1KKe''pr6b^^ which thU legislation scn-ks to 
.WitoM^S mISb^U> help all low-income U.S. citizens to liav.. a.-cess 

t^tories. Which have a-high poverty level 

i»n«^S. mSioiWaSl lli^ Tirgln Islands have not Un-n adiosted siiio! I • 
ffiot^»^^t^^the chanp in health care 
^STnrice tag of the Medicaid program alone has nearly tripled in six jcars. 
S^^tSf l^Uon wSd vtewed as contrllmting to this txen. w.- .1.. not 
bSe*ttiFi>ISme recipients of m«il^l care Hlumld >»f P«f„^' ^j;'""'^ 
^rtdespread Inflation in the health care field, intoleral.Ie n« that Inflation iM. 
'^f^coMection. I am pleased to not^ that Governor R<>?eru-»«ri«lo of; 
PuitoBl«S> has stated that the pnbUc health care system serving tlu- l"'l'«ent 
TO^Station ofPaerto Blco has built-in controls on exiKindltures to km. i«ste 
dSC^Hfi am beproud of a system, which U predominantly ambuhitor.f and which . 
iMTshStedlts f«n^ from acute care to a preventive approach to assuring good 

^"f ^eve It Is also appropriate thU morning to note that the Coninionwealth 
has invested heavily in maternal and child health care. ,,,„„i„j„„* 
Th^ ^rtmSt supports the objectives of H.B. WSf- The flsca I'ndKft 
lidnd^aM^OMl to i^vide fiscal relief to these jurisdictions alonje 
Kr!^M34 ^JloeWtnient formally transinittud this proposed U-gisIaUon to 

^BlS°tSSraSt included in the fiscal year 1S.78 budget. l';"^ev«r ^.e 
w^W^S^e^ to^re that the changes mAde l.y tl.is legislation . .. ""t tokc 
Sf«.f nnm after Oct^r 1. H.K. 9434 provides for increased expedihires begin- 
S^Mi ffi f^hfch could result in unbudgetal Increases of *:iVu' 
•^ur i^SZitio'n to double the.ceiUng In fl^V\\ 'fuV^to^?^°lheZ-J^^ 
noniie bilL In future yearfi we propose, as does H.l^ 0434, to tie the i"<-"«°«? 

t^ S?to thr<C^er Pri« Index. Accordingly, the Impa. t of lu, bill 
?n budSSlaysli'Withlii the amounts projected iu the President s buclgeffor 

""we^'pro^' Increasing the Federal match rate from 50 to 75 i.fri«nt. .We 
' vIew^tSfa?'SbKd preferable to the provision in H.R. W84;vl.M. vj'ould 
set the Federal share In the same manner as Is determined for Oi^Hi Slates, 
^ere JuriSoM are exempt from Federal In.N.me taxes; they#e exempt 
fro^th^al Sfcmca^d requirement that recipients l.e given thel^^n* choice 
of M^^^rovMers and Sey are exempt from tl.e i-elllng on Inconu^ leve s for 
toe S^rnJedrd^^ arrangements reflect the special status of t u-He Jarls- 
■ Scti^tmd thVKal nature of .their health aire systems. We *lit^ve a flat 
Senile FedendsSare, as well as the celUng on fundlnfc. Is cons stent vvl i pur 
r^lSmon of tols unique system and the need to i.reserve a certain amount of 

^^Wlth tte changes mentioned above, we would be pleased to sup1.05t.tlve blU. 
Thank yon. , . ' ^ . , 

) DEPABTMEHT OF Health, ilDUCATlON. AND WEfJARF- , 

5; ^ ■ August H, 11) 18. 

Hon. HtJBSELL B. LOHO. , . ' . 

Chairman,' Committee on Finance, 

V.8. Senate, ' , 

Wathington, D.O. - , _^ „- 

'dkab Mb. Chaibmaii: This Is to foUow up on and provide a Jorn.al respoMC 
to Senator BlblcolTs question during this morning's ^,<i^'^^8 o^. Tje 
Senator asked for the Department's views on extending the leg^liittim lo the 

-i?^ are'tX'e, th< Trust Territory of the Northern Maria^ jHlnndH has 
notl^vlou^ t»racdpa7ed in the Medicaid program. The DeKartm«i 'h dni" MU 
to^p?S?lde In^S fSndln^ to Puerto Rico, Guam, and tlie Virgin Islands, which 
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the Secretary transmitted to the CJongreds on June 7, 1978, would also extend the 
Medicaid program to the North Jklarianas. This amendment is required by section 
5Q2(a) (1) of ]^blie Law 94^241, the Joint Besoluticm to approve the" covenant 
to establiah a Commonwealth, of the Northern Mariana Islands in political union 
•^•^jvith th* United States. The Department's draft biU would permit Federal 
financial partlt^patlon in Medicaid costs of up to $1,500,000 per fiscal year and, 
as is proposed for Puerto BM, Guam, and tlie Virgin Islaivd^, the Federal match- 
ing rate would be established at 75 percent, . 

Sincwrely, / , "I 

. Robert A. Derzon, 
• A dminisirator^ 

* * ffealth Care Financinff Administration, 

Senator RiBicoFF. We will now go to S. 1392, the Child Health 
Assessment Act. ^ 

The first witness will be Ms. Wendy Lazarus. Without objection, 
your opening statement will go into the record, ns if read. 

STATEMiaiT or WENDY lAZAEUS, HEALTH SPECIALIST, CHIL- 
DSEH'S DEPENSE FUND . 

^Is: Lazarus. I^aiik you, Mr. Chairman. My name is Wendy 
Lazarus, and I aiti representing the Children's Defefise Fund. I di- 
rected CDS nationwide stfidy of the EPSDT program. I am grate- 
ful to have the opportunity to comment on 1892, the CHAP bill. , 

No proposal currently being aeted on by Congress has greater sig- 
nifi(»nce for the health of children in this courit':^. We appreciate the 
willingness of the subcommittee, and the leadership exhibited by you, 
Vj-. Ribicoff and Chairman Talmadge,' to schedule these hearing at 
Yi time When Congress is confronted with ti full agenda of pressing 
issues. We are jomc.d by a number of other prgfanizations who are 
committed to passage of a strong CHAP bill this j;ear, and we are 
pleased the Senate is talnng action. - 

The Children's Defense Fund is a hati6nal, nonprofit, child ad- 
vocacy organization created , in 1973 to ^rather evidence about the 
conditions. of American children and to address their needs systemati- 
ralljr. We seek to correct problems uncovered by onr research through 
Federal and State policy changes, public information, and a varietv* 
of other means. 

S. 1392 contains many good and exti'cmely important provisions. 
Although, we will not use limited time this morning to discuss them* 
I do want to underscore onr support fj»r the administration's efforts 
to niake le^slative impcovementg in EPSDT. We are submitting 
today extensive written testimony on the bill that sets forth the value 
of CHAP, the provisions we support in 1392, the amendment's we 
lielieve are essential to rnake CHAP* effective and the rationale for* 
oach. We request^ that this be submitted into the record. 

Senator Eibigofp. Withbut objection, the entire statemeht^and ex- 
hibits will go iht^ the record as if read. / 

Ms. Lazarus. I will summarize briefly here why a .^strong CHAP 
bill should be passed now, and which changes in v^. 1392 we consider 
iirtexpendable. . « 

For^S years, between 1975 and 1977. we studied the operation of 
EPSDT. In addition to reviewing statistics and reports of the pro- 
crram nationally, we went out and looked at pro^rams^in a number of 
localities. Unfortunately, we" saw far too many instances where chil- 

34-^64—78 , * 



dren were simply not getting EPSDT services. The conseqiionccs ar& 
cxtrcnifilv severe* 

\r(*le Doufflas is now 8 years old and has already failed the first 
grade^ice. His problem is a hearing loss whidi de^•elopod as a iv<n\t 
of an ear infection he suffered when he was 2 years old Archie would 
have been spared much of his siifferinjr had he received EPSDl serv- 
ices within a year after he had his infection. Tlie hearing loss coiikl 
have been identified -'much earlier, before dt seriously allected Jus 
laiiCTiage skills. , 

Once^is problem was identified, Archie could have gotten a liearinci^ 
aid and services in school suited to his special needs. . , ^ , ui 

Millions of poor children like Archie cannot do without hcaltli 
services For every three screeninprs done thro^i^h the EPSDT pro- 
orarft nationally, two health problems, requiring followup care are 
found, A vast, majority of these problems have never been found or 
treated, vet, they are the kind of troubles that interfere with a child s 
abilitV to feam in sdiool, eat properly, and lead a productive Tifo. 

For instance, vision and liejiriiig di^ordei*s, serious- dental needs, 
iinjl a lot of anentia are found. All you have to (lo is see firsthand what 
EPSDT can do for childivn to become convinced that if it can l)e 
• made to work better, that it mu^^t be done. i 

To make this hapi^e'n requires relatnoly smiple i<^^>-^Ii\^;y^: ^^^l 
administrative changes. I would like to emphasize that C IIAl is not 
a major new program. It is an attei^pt to face squarely and resolve 
f^the deficiencies in a program which lias been' in existence more than 

10 rears. . i \l i * tv. 

CH\P's c'-oals, while absolutely crucial, arc n)odost. .No. 1, tomoditv 
EPSDT so*^it will enroll nil needy low-income children in a system 
of henlth care which assures thcin complete preventive services and 
»m>ces«arv.sul)sequent care. No. 2, to correct the most serious inequities 
in eli^ribility and benefits policies for cjiildren and youth/ rfnder 

"^C^rtahi modifications in S. 1302 are necessary to accomplisli these 
Kvo muDOses. Most of them are administrative changes \vhich are 
doable and which cost no money at all. Tlie renin indei: do require funds, 
but only a modest increase, particularly crivoii the evidence that pre- 
ventive' care actually brin^rs costs savincrs when properly provided ta 

childi*en • • 

. Ix't mc l)e.'iii dlscnssiiifr'the clmnfrp's tljgit wonld recinirp no. or mmi- 
inal 'new funds. The^e amendiiK'nts aiv intended to deal witli tlie sad 
fact' that only a small portion of medicaid children now receive 

EPSDT services. . j; .1 ' u 

found, for insthnco, in lOTfi only one-qnarter of the number of 
screenings needed by ,elj/rible, children worci;4)rovaded. Three of thfe, 
major rttisons for this inadoquilte vecord tiPn not addressed sufhctently 
bv i3*>"'' and we nipe thaV theT lx> correctod. ' - 

■ First, few Stat^ have set up the kind of public education pr out- 
reach n-o-ram, which ^ proritM ly _ infm ms elip.ble fami^.e^ about 
FPSDT and how to secure its services. Obviously, this is the hrst cru- 
cial" step in the profrrain. and if it is not done effectively, no children 
. -will benefit from CHAP,, regardless of how good the rest of the- 

^'i^'ePSDT, S. 1392 fails to promote the methods of outreach that 
have been shown io work best by every serious study of this pro- 
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'gram. To be effective, CHAP must shift outreach activities in a state 
away from heavy reliance on welfare ageneies. It should ijroinote 
conununity organizations that employ trained parajirofessionals who 
are-known.knd trusted by medicaid families. 

Second, few States. have involved the full raaige of providers quali- 
fied to olfer EPSUT servicesMfe a result? ia some places, chiidren 
wait as long as 6 months for anl^ointment forsc-roening or treatment 
services. Often, too, children cannot n?ceive EPSDT services from, the 
providers which can meet tbeir need.s best; At the time of our study, 
19 States relied prijwariiy on countr}- health departments to the ex- 
clusipn of a host of other qualified providers, S. 1:392 do cs not con-ect 
this problem. Provisions must be added settmg out explicitly, the 
States' responsibilities to actively solicit provider participation in 
CHAP. 

Tliird, EPSDT program standards And the mechanism for insuring 
adherence to them are mappropriate and weak. 1392 is delicient here 
as well. ' / 

We have, therefore, re^iommended that several administrative 
changes be made: that outcome-biiented standards be used for deter- 
mining penalties as well as tonuses, that CHAP.implementation plans ' 
be developed by States,,and present loopholes in Federal compliance 
procedures be eliminat^. Lastly, we urge that States be required to 
iriamtain at least their current eligibility and ser\'k'Ps policies for the 
under-21 population so these new Federal funds expended by CHAP 
result in strengthenetl and expanded health services. : 

We.'and many others, know tliat EPSDT shortcominjrs have been 
due, in part, to the very poor peforniance by HEW in administering' 
this program. W\n]e niany of the faihires occurred in past administi-a- 
tidns. th^ perfomance of this administiation lias been unimpressive 
as well. Screening levels Are not increa?ing as thev should. Badly 
needed hew regulations and reporting re(]nireinents have been under 
review for a year and a half and have not been issued yet. 

In light of the Ii^paftment s commitment to cut medical costs, it 
is all the more intolerable that it has nindv little progress to improve 
tbis preventive care program for childrerf, -Avhich does save money 
in the long run. 

EPSDT and CHAP can be administered well, but it will require an' 
understanding. by the Health Care Financing Administration of the 
program's uniqueness, and a Federal conunitmOnt and leadership i 
which EPSDT simply has not, and still does not. enjoy. ' ^ 

We urge Congress to build in certain assurances of constructive 
Federal l||idei*sh^. • 

First, we recommend that CongiV5^s the SecretaiT to subniit an 
annual repprt^on the progress made hv States in enrolling clnldren 
in-CFIAP and providing tVm with hifrh-quality sen'ices. » 

Second, wp recdmmend that CHAP ho. administered by an identi- 
fiable.unit. The office should have clear authority and sjifficient staff 
to set programs standards, d^'ise reporting reqiiirein^uts^ work with 
States to promote proper implementation, and monitor profiram 
qtiality. . 

It is not acceptable to spread these functions through various parts 
of medicaid. CHAP's charge retjuires a special focus in the agency, 
as well as support from the highest levels in carrying out its unique 



missian..The reaso^ is that it is uAUke other parte of* medic^ 
SeSSe, CHAP is concerned not only , witii financing but also with 
StiSVp^«ieUvery system to actually reach a targeted population 

-withastimdardof care. . i, j« v^^foii 

■I would like to summarize the changes we urge which do entail 
additional costs. Our written statement corttams the rationale and 

'^^I'lt— 'tverage of routine dental care J- -^icaidV 
you^rs. In addition, 1- CHAP health .assessment should inclu^ 
a refSto^ dentist for any cWld not r^ceivmgroutme dental ^»Ff- 

No.?we recommend coveW of all health fare for which medicaid 
payroei^t is available for each child enrolled in the CH-^P P™^^*^- 
?f^con^derations dictate.any l;™*'^*^^" °^ 
an Cessment, these limitations should be confined to expensive sery 
-irp<5aflfectinethe least number of children. n „v.;i 

we recommend expansion of medicaid eligibility to all chil- 
dr&deTaS^21 in families which meet^State. income requireme«ts,. 

i::^!. e>i#»ii1/1 hp' at least set at an established mmimum, 
" No lI^TeSiSmS e'X^^ m^caid eligibility to low-income 

^XttZTci^Trur^m^^^ roughly 
SsS^Su^hon Ui Si ye^?1979. This may somid like a ¥ ^ 
thSe^SnXbut CI>FVlieves the expenses are entirely justified givm 
thf^oS^axings which will accrue to taxT)ayers eventually and the ve^ 
rLl SSl and emotional w'lief that cTiildron wi 1 derive We Wieve 
X iTwouldS shortsighted and mistaken to enact a package which 

"fP^^^.^ ??^c^^^^^^^^ and hard data are coming in 

whflSoSst'-te-t Svings.-It.is v.ry -^ing^^^^^^^^ 
•flint in North Dakota, for instance, Federal medicaid expenditures 

we^'S^lanfJ^Wr-Sfi- to 44-pei^ent IX^wS.^o'l ExSen^^^^ 
ll 4^t^^ VPCJDT nrooram than for those trno were not, J!jxpenai- 
Hr"s"o?Silos^^^^^^ to 08-percent lower for those 

" ittncWon^I wdd like to talk for a moment about a legislative 
H ^iXh tn chap Based on conversations with congressional 
s^f an?o hi pSS4 i^^^^^^ in child health we have become 
awards? a growine interest in . considering changes this year in title \ , 
mntemal and child health programs. - , a .t,^™ 

CDF agrees that title,y' warrants senous examination. AJ^pr moi^e 
*y.«tUO vMTS of proetam operation, it is time to reassess whkt. title ^ s . 

STx and we believe it is unlikely that the fundamental kind of Teeval^ 
itnt^on needed can be done before Congress ad]ourns 

mi?e certainlv title V »nd CHAP are related ^n some, ways, we 
- believe the CHAP program we have recommended should be enacted 
fh s vear and that title V should . receive consideration by the 96th 
r^nJS Childred iieed the benefits of CHAP now. T^w-income chil- 
&^wei^ not yet born when EPSDT was enacted in 1967 are now 

''"^^ll prJSf we have just described is iustified, and has broad 
support! We urge you to pass CHAP before ad]ournmeitt in October «) 
SuheU children do not go any longer with9ut basic health services. 



. Senatot RiBicoFP^ Thank you very much, JIs. Lazarus. Staff will 
eubmit some questiojis to you, and you may answer them as soOn as 
possible. . i . . « 

[The prepared statement and attachments of Ms. Lazarus follow. 
Oiil testimony continues on p. 47.-] 

STATEKEZ^T of the CHnJ)RCN'8 pEFEIfSE FUND 

Chairman Talmadge and members of the subcommittee, the Children's Defense 
Fund appreciates the opportontty to appear before this Snb«ommittee to express 
our TiewB on the child healUi assessment program (CHAP) ::"a blU to stireagth^n 
and improre the early and periodic Gd^e^iing, diagnosis and treatment program 
and for other purposes." There is no proposal currently being acted on by the 
Congress, which has greater significance for the health' of children in this country. 
This important biU deserves prompt &nd careful consideratloh by the conunittee. 

The Children's Defense Fund (CDF) is a, national, ionprofit, child advocacy* 
organization created in 1973 to gather evidence about the conditions of and to 
address systematically the needs ofAmericaji children. We have issued reports 
on specific problems -faced by large numbers of children in this country, in the 
areas of health care, education^ juvenUe justice, and foster care. We seek to cor- 
rect problems uncovered by our^ research through Federal and State policy 
changes, monitoring, litigation, pubUc information and support to parents and 
local community groups representing children's interests. 

CDF has recently published an in-depth report of th^ progress and problems of 
the Early and Periodic-Screening, IMagnosIs ahd Treatment (EPSDT) program. 
BPSDT? Does It SpeU Health Care For Poor Children?, issued in June. 1977, 
describes the way the program is operating, documents the extent to. which it 
is failing to meet the basic, health needs of poor children, and sets out the con- 
crete steps needed to make EPSDT work better. « 

iBescause many of the necessary reforms require legislative changes, CDF 
is delighted that the Congress is developing a pj|an to modify EPSDT. We are 
pleased, too, that memt>ers of the SeAate have taken an increasingly active inter- 
est in tlie iihportant question of how to improve the EPSDT program. We.appre- 
date the' willingness of the subcommittee to schedule these hearings at a time 
when the Congress is confronted , with a full agenda of pressing issues, and 
we are standing by to help in any way we can to expedite consideration of this 
legislation. This r-increased interest in EPSDT is reflected not only in the 
scheduling of the hearings, but fn the work of Senators Chiles and Cranston who 
have actuaUy developed legislative proposals. We would be pleased to work with 
the Subcommittee and any 'other interested members^ of the Senate and Hotise 
to shape aU of the proposals into a bill which can be enacted tbis year. 

Duiing the course of this testimony we will summarize briefly the principles' ' 
we support in S. 1392 and the amendments to it introduced by Senator Cranston. 
We wiU devote the remainder to 'setting out -our vietvs on the issues which are 
treated differently by S. 1892^ and the House biU, H.R. 13611, as reported out of 
the Conunittee on Interstate and Foreign Commerce. Our recommendations on 
these unresolved issues are crucial to^niake the plan effective. 

We urge the Committee to act exp^Iti<ftisly to amend the blUaccordlngly. 
Children nee^ the benefits of (jHAP now. And because we i)eUeve that much 
of the Committee^s attention next year should be devoted to other issues of . 
national health policy, •it -is essential that needed reforms e!PSDT and 
Medicaid be'made before the Congress recesses this yeai!. 

POOR CHnj)REN'S IMMEDIATE NEED FOB BETTER HEALTH CARE" 

As BPSDT has documented, children in low income families have a host of 
unmet health needs. Nationally in fiscal ^year 1976, for every three children 
screened, two. conditions were found needing fellow-iip care. Between 60 and SO 
percent of these problems were previously unidentified or uncared for. Fewer 
than 1 percent 'of children screened in EPSDT had ever received a complete 
physical examination. Screening uncovered such conditions as incomplete immu- 
nizations^ental problems, low hemoglobins, vision and hearing disorders, high 
levels of flb in the blood, genitourinary and respiratory InfecTloils, parasites and 
skill dlseflb. 

Most of the problems uncovered by EPSDT can bo correctod or at lenst eased 
Ay providing children with basic health services. Tlfe consequences of not doing 
so a^e monumental. Children suffer needless pain; they encounter difficulty in 




school and in jobs; and scyfety expends doiipils' of dollars treating i)roljlems 
which could have been prevented, j \ l* ' ■ 

"Archie Donglas" is child now living in the District of Colombia. Bis stdrar 
fijy)ws the freqnent results of inadequate health care. • . ' 

Ar<3iie Dongrlas is now eight years old^and h^s already fail^ Jthe ftrst prrade 
twice. He -has always avoided poinp to school whenever possible. I>ast year his 
teacher reported that when in class, he had a short attention span. raisl>ehaved , 
frequently and was ceneraUy. disruptive. After -tw^ years of first jrrade instruc- 
tion, his language .skills are those of a five year old. This is true despite the 
fact that he exceb? in the nonverbal portion of standardized intelligence tests. 
Archie comes from a 5table,.intact.lower-inceme family. < , 

Archie -was a full-term, normal hf^althy liaby. He received his health care 
during infancy, from* a cif^r clinic. When he was 18 m^onths old. he had a fever 
and. an earache. His mother, relying on her mother's advice, rocked him. to 
sr)othe his crying and ease Archie's pain, gave him an aspirih every few hours 
and used a Commercial ear-drop preparation. Wliile rocking him. his mother 
noticed that some fluid began draining from iiis ear. Archie seeihed less dis- 
^ tressed ^fter the fluid drained, ^nd he recovered completely within a few days. 

Three months later the fever aud the earaohe recurVed. This finie both ears 
were aflTected. Home remedies brought no relief and Archie was taken 'to the 
clinic. Th^ doctor diagnosed* bilateral otitis media. This is a comTBon'ohndliood 
illness, epsily diagnosed, and* easily and effectively treated by antibiotics. Mrsv. ' 
Poiigias was able to pay $15 for antibiotics only by deferring her r«»nt payment. 
Because Arcfiie seemed to recover in a few days, his mother discontinued the ^ 
medication prescribed by the doctor Itefore the full antibiotic regimen was 
completed, "Within a month, the' condition returned, and- th|s time rocking, ear ^ 
drops and a few leftover antibiotic pills were administered and Archie seemed 
to recover^ * * 4' ■ j 

With the exception of tliese illnesses, .\rchie was a bealthf. active child. Other * 
than Visits to the clinic- for immunization, his mother was grateful that hejiever 
needed to see a doctor-' ' ' 

This year Archie has a new first grade teacher. On his recommendation,^ 
Archie's mother took him to d,spepcli and hearing center for an evaluation. They 
^ouiid that Archie has a bilateral heariug loss that probably resulted from his 
earlv bouts with otitis media. He has slightly morfe hearing in his left ear (30 
dB)'thaninbi8dght- (45dB). ' 

Archie's hearing loss is Considered significant. He has frequent difficulty Wltn 
normal speech sounds, and his difficulty has probably been the cause of his 
school problems. Archie's bearing problem can l>e alleviated by a hearing aid, 
but .at this point, he also needs remedial education and his mother needs coun- 
seling and support. Even with help, it will be difficult for Archie to overcome 
his Initial impressions that school, is incomprehensible, that he cannot ieep up. 
and that he is a failure. " ^ ^ * 

Ai-chie could have been spared much of his suffering -tJirough a program nf. 
<larlv screening and follow-up care. While it is unlikely that screening could 
have identified his ear infection when if first developed Sunless his screening 
appointment happened to be scheduled when he was sick), screening wittto 
the next yeai: or so wonld,have identified the Jjearing loss much earlier, wWn 
Be w.aa two or so years old. long before it seriously affected his language skills. 
Once- his problem was identified. Archie jcjnuld hdve gotten a hearing aid and ^ 
services )n aihool suited to his special ne^dft.. , - 

MillliWi* Of <*Wdreii llta^ Archie.need tWe basic health care which they currently 
do noriget, 'According to projections? by the Congressional Budget Office, among • 
Medicaid-eligible children in one year alone 3.200,000 need^ immunizations, 
2.1«4.000 need treatment tor anemia, and 2.210.000 need care for vision or 
hearing impairments. If the health problems of children who are poor but not 
eligible for Medicaid were considered, the numbers would, o* course, become, 
mnch larger, \ • # 

WHY IMPROVE EPSDr"? ^ 

Numerous reports, experts, and other organjzatlonsi have pointed np the 
shortcomings in tfie performance of EPRDT. In nearly every respect, this pro- 
gram has failed to realize the promise which many beliqjjpd it held for poor 
children when It was enacted back in .1967. Our own findingR have convinced 
US that the only way poo^ children will receive truly effective health care is 
through a national health program designed to assure comprehensive care to ' 
aU Americans, The enactment of such a program Is our principal goal. However, 



poal^l^iildreii cannot go without basic health care until a* national health pro- 
gtam dbi. enacted. Experts agree that evqn if national health' legislation were 
. introdtlc^ ibaqiediately, it, would be at least fo'ur yedrs until services become 
, available. Tiids delay i^dile to the time'tequired to legislate, plan and implement 
any major new progranL. • ' • . 

S ^e first reason to improve EPSDT now 1$ that^ until a ne\^ national program 
is in place, ther^^re no other sources of health care to which many poor children 
can turn for prii^iary care services.— OtUer federally-financed health programs 
^ fjjfT children— including Community Health Centers, comprehensive programs 
' under Title V, and Migrant and Indian Health programs — ^^reach only a fraction 
of the children on Medicaid. According to recent figures, these programs were 
estimated by HEW' to have reached 1.7 mtlllon children. This com^res to an 
-estimated 13 millibn children c^ttfied for Medicaid. 

These programs have been effective and their eximnsion is necessary to fill the 
gaps in the delivery system through which EPSDT and a national health pro- 
gram operate. Therefore, we urge that they be expanded immediately. However, 
it is unrealistic to expect them to gear up to meet the needs during the next year 
or two of the millions of children who cTo not presently . have access to their 
services. As new resources are being developed, reforms in EPSDT can bring 
^, improved fc?ervices to poor children now. Thus we do not hesitate to recominend 
an increased investment in EPSDT despite our clear awareness of its limitation^. 

Qu^ing the next few years, EPSDT can pcoyide services which many poor chil- 
dren have not and will not receive unless provided /through BPSPT Data show 
that most children reached by EPSDT had never received comparable services 
elsewhei^. For instance, the EPSDT ^mon8trati9n Projects found that, fewer 
thah one percent ot the almost 7,500 children screened hdd had a previous exam- 
ination comparable to what is called for ^y the program. ,Sixty 'to eighty percent 
of the health problems found in these chfld/en were preyi(tas'ly unlcnown dnd un- 
treated, ieven though 80% were chronic. In' Baltimore, physicians from the Uni- 
versity of Maryland screened 361 cbU^lren ; 335 of them had referrable conditions. 
In their view, **not one of th'ese conditions wodld otherwise h:^ve been recognized 
80 early In Its course" without the pro gram. 

The second reason to strengthen th^iilUftialn is that EPSDT can*imijrove the 
health status of children, reached and reduce the amount of money 'spent on 
health care. — li. North Dakota, total expenditures under Medicaid were com- 
pared for children who had been scre^n^ and for those who had not. Per capita 
expen'ditnres were 36-44 percfent lower for those screened than for the unscreened 
children. Expenditures for In-patient hospital services were 47-58 percent lower 
for those who had b^n screened. In Michlgaii where children are on the second 
cycle *bf"ftPSDT screening, diagnosis and treatment, the rate of refen:als for 
heaKh problems found through screening has dropped significantly for tho^ 
returning for re-screenlng. The referral rat^ has dropped overall hy 13 percent 
The most significant reduction Is found In the rates of Referral for Ifiimunlzatlons 
(from. 26 percent-18 percent), as a result of physical assessments (42 percent- 
Si percent), and review of health histories (10-7 percent) . 

The third reason to imjjrove EPSD'TIs that In the process of making EPSDT 
function n?ore effectively, we wtll Confront and* help to resolve some of the ktey 
problems that any national health prograin will have to address in ^rder to- be 
effective.— If w^ are not to duplicate the mistakes of wasiteful, pi^^cemeal and 
Inadequate health caife programs of the past, we must ( a ) develop effective ways i 
to reach out to families currently outsWe tlfe health care system* (h) establish 
standards for complete, quality care and methods to monitor and enforce thesis 
standards; (c) In\9(blve more doctdh? hnd clinics as providers In piibiicl.V-flnftxi^ed 
programs; and^d) provldte Incentives to develop health resources where they 
currently do not exist — In urban centers and remote rural areas. Reforms In the 
EPSDT program Will strengthen the foundations on which a new universal pro- 
gram can be built. 

PROVISIONS CUBRENTLT IX CHAP WHICH SUPPORTS ^ 

""S. 1392, Including the Cranston amendments to It, Includes certain significant 
improvements which CD^* supports : 

Inclusion In Medicaid of additional children and youth aged 0-21 who are not 
currently on welfare but would qualify as "Income ellgit)le" children. 
Inclusion In Medicaid of low Income pregnant women. 

provision of a clearly defined, comprehensive health assessment, rather than a 
j^creenlng. 



■ Provision of an expanded package of health sertices to chUdren who have be%n 

Extension of ^ child's eUgibllity for Medicaid to help assure that needed foK 
IbwuD caie is received* . . / ^ i . * 

DiSnliig providers' responsiblUties under . the program to^ include provision of 
health ^assessments and provision or at least arrangement for followup care. 

Encouragement, to* providers to offer ro\>tin'e forms of treatment as well.Hs 
assessment within a reasonable period of time. ^ 

Increased federal share of CHAP costs. fo *^«„f«onf 

Provision of a financial bonus to states which provide assessments, treatment, 
and immunizations to an especially high proportion of eUgible children. 
' Withholding a share ol states' Medicaid administrative funds rather than of 
. AFDC payments for failure to meet program requirements (assuming Congress 
inclndesafinanclalpenalty for noncompliance). 

WhUe we endorse the many good provisions Usted abov'e. nonetheless we believe 
other crucial elements ipust be. added, without whIHhu the package will not be 
nearly as effective as it can and must be. During EfSDT's ten-year bistoiy, a 
great deal has been learned about how best to meet the needs of children and in 
what respects the current EPSDT program is- deficient. These lessons should cer- 
tainly be applied to the design of CHAP. . . 

SUMUABT OF CDF EECjtMMENDATIONS ON KEY UNBESOLV^ ISSUES IN CHAP 

Some- of our recommendations requirje only nominal increased costs.. The costs 
of others arte slightly ^eater but extremely modest in the context of Medicaid as 
a whole. According to projections by HEW,. the total federar program co^ for ) 
* these changes would be roughly $265 million over the cost of the administratton s 
biU and within the medicaid budget authority approved by Congress for fiscal 
year 1979.; $235 million represents Ipss than 2 percent of last 'years medicaid 

^^B^owls^a summary of CDF's n^itlons on key unresolved issues, followed by 
a (|iscussiofi of eac^ecommendatlpn. 



AM^DMENTS WHICH 



INVOLVE NO COST O^^IMMAL COSTS- 



A. Bncouraging all Qualified providers to participate in CHAP * 

CHAP should require s^tes to identify all quaUfi'ed providers (infcludlpg dentril 
providers) and to encoufage their participation in CHAP by offering adm nis^ 
tratlve Arrangements which can be expected to elicit their involvement. These 
Include adequate reimbursement rates and prompt payment &f claims. ^ 

The criteria in the bill defining a CHAP provider should be modified to make 
clear that providers which can take responsiWlity for assessing children anrl 
assuring: that they receive complete CHAP. services should qualify. Thfe listing of 
such prolViders should explicitly include community health Minics, Private prac- 
titioners, flay car^ or Headstart proprrains. rural health clinics, Pi^lic healtli 
departments, maternal and child health centers and any other entity that can 
meet the responsibilities assigned to providers. 

^ ^ B. Assuring that CHAP aerviee^ get' to needy ehildren 

As a program requirement., CHAP should 'establish outcome standards which 
states are expected ttf meet The standard should measure performance in enroll- 
ing a reasonable proportion of eligible children in the program and providing 
them with needed assessments and treatment. * , 

CHAP should require that the Secretary gnther data t;p assess stages per- 
' formance in enrolUng eligible children in CHAP and in providing a reasonable 
• propftftion of eligible children with health assessments and needed treatment. 
' CHAP shoul'd be modified to require that .*^tates meet keyu program require- 
ments including outcome standards, and that the "penalty sanctions . be used' 
Iby-the Secretary foi/an infraction of progrnm responsibilities. 

CHAP should rectulre that the Secretary review every states program at 
' least twice annually!^he Department should complete its review within 
6 months of the close ofHhe qnarter under review. If the Secretary determines 
that. a staters not meeting CHAP's program requirements, hejmust levy the 
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financial penalty and require*,. thie state to take necessary steps to meet , the 
Congressional mandate. Before any order of the Secretary becomes efiPective, 
the state can 'seek adniinistrative Review oh the appropriateness of the Secre- 
tary's Ending. The process for reviewing a state's^ppeal should be carried out 
expeditjfously. ' w ^ "' ^ ' 

C! Developing States' capacHty^ to deliver CUAP services 

Under C$AP, States should submit plans t(> HBW whicli show how the re- ' 
quirements of CHAP are met and whicli demonstrate the capacity to tarry 
them put as described. There should be substantial public input in the develop- 
ment of the.plan. . \- ' ' 

CHAP shoifld require that Medicaid agencies report to. the Health Planning 
and Title V Maternal and Child Health J^enoies ideniftfldd health shortage 
areas for children so la strategy can he developed for building the necessary 
resources. ^ . * . ' 

, ; D. Building accountability in BEWS administration o^ CBAP 

S. 1392 should specify that Congress expects 80 perpent of ejiglble children 
to be enrolled In the program five years following CHAP's enactment. On an 
anntfal basis, the Secretary should report to tiie Congr^ess on the Department's 
progress in reaching this goal. « ^ ) 

S. 1392 should require that within 6 months of CHAP's enactment final 
implementing regulations should be in effect. ' * . ^ ' ' H 

Siv 1392 should establish that, on a biennial basis, an independent emuation 
of HEW's administration of the program be conducted and submitted to the 
Congress by an outside^anel of experts representing the interests of recipients. 

^ n. AMENDMENTS \(affICH INVOLVE ADDITIONAL COSTS , 

A. Assuring effective outreach 

CHAP should jequire states to allocate a certain minimum portion of funds 
(.2 percent Qf total Medicaid expenditures or 5 percent of CHAP expenditures) 
for public education and for Efforts to enroll 9hildren in'the program. The 
exact amount should be in proportion to the percent of eligible iphildren not 
currently enrqlled in CHAP. Nonprofit organizations locatj^fl in the* target 
community as well as public agencies should qualify for reimbursement to 
perform outreaoh.i'. 

, For outreach 'iterformed by nonprofit organizations located ill the target 
community, states should receive 90 percent F^eral reiinHursement for the. 
expenses of enrolling new childreb, up to a reasonable level for the co^t of 
each child enrolled. 

States which fail to. attract to the program a reasonable proportion of eligi- 
ble children sbould^be required.to develop a new outreach program emphasizing 
the use of organizations located in the target commujiity. ^ 

B. Covering health services folloicing an assessment 

The language in S. 1392 should be clarified to make explicit CHAP'S intent: 
that children in the program (i.e., who have been assessed) receive health 
care needed for problems found duriv^the assessment as well as for problems . 
which arise in betweeA the times they are assessed. 

The provision exempting states from treating children with '^mental illness, • 
mental retardation, ot developmental disabilities" should be eliminated. CHAP 
should provide liealth slervices, including mental health services, for all con-* 
ditions found and should refer children, as appropriate, for needed educational 
and social services. - • , / . 

' * C. Providing dental care , . / ' 

The dental provision in CHAP should be replaced by a requirement that 
states provide such dental care as is necessary for relief of4)ain and infection, 
f 0^ restoration of teeth, and ipaintenance of dental health. CHAP should not 
,allow the receipt of dental care, to be predicated on medical or dental screening. 

The level of federal reimbursement for dental care under CHAP should be 
modifiedto make it the same as for other health services. * 

■ ■/■ :•. r ... 



4 



38 



i). Maintaining State effort in the program t 

The federal -CHAP expenditures should pay for exprinsion of services bjeyond 
what Ms currently, provided' under F3PSDT. To accomplish this, states should 
be expected to maintain at least their current services and eligibility levels 
for children. > 

E. Extending, medicaid to **incomc eligible"' Vf^tth, aged ^ 

Medicaid eligibility should»be extended to children and youth between the n^os 
of 0 and 21 who meet income qualifications for welfare but do not presently 
qualify for Medicaid becthise they fjiil to nieot othor welfare requirements {e.j?., 
they are poor but live in intact families). States' income criteria for eligibility 
should meet a tfjinimum niational floor. ' 

The criteria for eligibility should allow children to meot the income standard 
by deducting the family's out-of-pocket payments for medical care. 

SUMMART OF IMPROVED BENEFITS CHAP PROVIDES 

Medicaid eligibility for approximately 2.5 million low. income children find 
youth.* . . ■ ■ 

Provision of medicaid services for approximately 64,000 low income pregnant, 
women aged 22-44.* \ . ' t * 

Provision of health assessments to 000,000 more children in fiscal year 1979. 
. than would receive them through EPSPT.* , 
• Coverage of a .comprehensive' treatment packago of boncftts for- an estimated 
4.1 million children, projected by HEW^i'o be up to date on health assessments, 
fiscal yeat 1079. . 

Coverage of routine dental care^or all medioaid eligible children. 

Increased federal share of the cost to states of providing expanded benefits 
and eligibility. 

Financial bonus to states for'good performance in CHAP. 

BATfoNALE.FOR CDF'S HECOMME.XnEn A^[I•:^•D^rE^•TS 

Onr EPSDT report includes extensive justifications for the changes we recom- 
mend 4h the program.* Here we will describe briefly why .they are necessary. 

J. Encouraging all qualified providers to partiriinitr in ('If A P. — ^^PTTAP's el^nr 
intent irt to inake sure that poor children, have ready access to CHAP s(>rviees 
by involving the range of provideffc; who are acceptjible to poar families and 
qualified to give needed care. These inehule Commnnity Health .Centers. Chil- 
dren and Youth programs. Head Start programs; solo aiid group practice 
physicians, outpatient departments of hospitals and the lilce. While we strongly 
support this goal, we believe that CITAP. as if now stands, lacks adequjite 
provisions fo attract all qualified providers* partieipnt ion. 

Afedicaid law presently calls for EPSDT prognnns to make tjie maximum 
use of e::^isting; resources. However, the intent hns not been carried o\it b<»f*nnso 
the language is too general and the federal monitoring lias iioeu lax. As a con- 
sequence, for instance, last year. 10 StaJ-es r(died primarily on county health 
departments, at the excbision of other qualified providers, to screen eligible 
children. CDF found that in other stntes. qualified providers are .efi'ectivelv 
excluded from participating in KPSPT dnc* to low reimbursement levels or 
inappropriate standards for certifying providers. Thus, children, are denied 
access to comprehensive health centers anil other provi^ders wldrh are often best 
suited to attend to their needs. Popefnlly during these hearings the Subcom- 
mittee'^ will hear they tf'stimony .of providers who ha ve> encountered first hand 
' the bai-riers or disincentives to providing EPSPT services.' 

Although S. 1302 currently requires stntes t^ '^encourage participation by^ 
physicians and health care centers." this provision can be expected to be no 
more« effectual than the similarly vague requirement under EPSDT. Based on 

1 AfcordJnc to projectlonH hv SeW. ofTirp t)f tlio Dopnt.v. Asslstnnt Sofrotnry for PlflimlnK- 
find Kvnlnatlon/Hpalth. AsMiimos oovonipe for ohlMrrn nnd youth aged 0-21 and a national 
minimum Income Rtandnrd for $4200 for n fnmllv of four <' ^ 

» Aocorrtlnff to.proloctlons hy HEW. ofTicP of tlio^Dopiity Assistant Socrotnry for.Plannlnp 
and Evnlnntlon/Health, Assumes a national mlnlmtim fneorne standnrd for ?4200 for a 

^"^A^poriirnc to T)ro.1eetlonp hy HEW. ofTice of^the Deputy Assistant Secretary for Planning 
and Evaluation/Health. ... 
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what is ilow known about the reasons qualified providers do not participate In 
EPSDT, a more explicit provision can and should be written. Therefore we 
recommend that language be added requiring states to offer provider agreements 
to any qualified provider. These should include community health clinics, dentists, 
solo and group pracdt!^ medical practitioners, day care or Headstart programs, 
rural health clinics, public health departments, maternal and child health cen- 
. . ters,. and any other entity, that can meet responsibilities assigned to CHAP 
providers. CHAP should explicitly require states to identify all qualified pro- 
viders and to encoyrage their participation in the program by offering aduiin- 
istrative arrangements (including reimbursement "rates and propapt payment of 
claims) which can. be expected to elicit their involvement. HEW should be 
charged with monitoring state performance in this regard and with repoi^ting to 
Congress on provider participation in CHAP and the steps being taken to use 
all qualified providers in the program.. ■ '. ^ ■. 

2. Assuring effective outreach.— yVhen the Congress enacted EPSDT In 1967, 
it recognized that ''organizerd and intensified casefinding procedures" were among 
the essential first steps in getting basic hea^h care to needy children. Since then, 
nearly every study of EPSDT has concluded that outreach (or public education 
about services. and assistance in using services) is most effectively carried out by 
community residents who are known and trusted by the target population.* 
OrganizatiDns which frequently perform outreach in this manner are community 

■v cliniOs, -Headstart programs, church groups and the like. Although S. 1392 
wjharges states with "assuring the availability" of outreach, it fails to include • 
Ryovisiona which guarantee that sufficient funds and effective methods of out- 
reach will be eiiployed. ' 
- The outreach provisions under EPSDT currently. Including the financial sujh 
port avfiUable, have not been adequate to effectively inform the majority of 
eligible: children and assist them to get health care. CDF found that KPSDT 
outreach usually consists of sending welfare recipients a written notice (which 
families often cannot understand or read) and sometimes having a welfare 

• caseworker explain the program to the family during certification or recertifica- 
tion for welfare benefits. We found no organization other than the welfarfe . 
department reimbursed by Medicaid for EPSDT outreach. 

The results have been poor. In fiscal year 1076, for the 13 million children who 
were eligible. EPSDT provided only about one-quarter of the Screenings chil- 
dren needed, according to minimum standards set by the American Academy ol^ 
. Pediatrics. Unless provisions for effective outreach are included ih the CHAP 
program, the same inadequate situation can be expected to prevail : although 
CHAP will pay for essential isorvices, few children in need will redeive them. 

While we believe states need flexibility to design outreach programs suited 
to particular needs in the state, we believe CHAP must contain certain minimal 
guarantees for effective outreach. Therefore, we recommend that states be ex- 
pected to earmark at least a certain portion of the i>rot;ranr budget for outreach, 
totaling approximately .2% of total Medicaid expeiiditureiy or 5 percent of 
CHAP expenditures ; that non-profit orj^anizations located iii the target com- 
munity (e.g., community clinics, and Head tart programs) qualify for reim- 
bursement, and that states receive a finilncial incentive for outreach activities 
known to be effective (00 percent Federal reind)ursenit'nt for outreach by non- 
profit organizations located in the target community, up to an amount of approxi- 
mately $C per diild enrolled.) If with this incentive, however, states do not ■ 
attract a reasonable proportion of eligilde children into CllAP, they should be 
. required to establish a new outreach program emphasizing the use of organiza- 
tions located ^n the target community. 

3. Qovering health acnices following an assessment, — -According to HEW staff 
who developed the proposal, CHAP seeks to provide comprehensive health serv- 
ices to children who are in a prosrram of ongoing health supervision. Thus, S. 
1392 calls for providing to "any individual under the age of 21 who has received 

* his perioclic assessment . . . all care and services appropriate for individuals 
under age twenty-one . . " We strongly support the princijile underlying this 
provision — that states should make availalilc to children basic health services 
as needed. The fact that some states currently opt not to cover needed treatment 
services and primary care services (as is the case under EPSDT) is unconscion- 
able. After all,-the purpose of preventive and ongoing health care for children 
is to provide them with the services needed for then^roblems fpund. 

* See "EPSDT : Does It Spell Health Care For Poor Children?'* p. 90 and following. 
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While we strongly support CHAP'fl thrust re^rnrdln^ covornlrp ofJionlth serv- 
ices following an assessment, we find S. 1392 deficient In two major reFqiccts. • 
First, the bill mnst make explicit that OHAP entitles children In the proprani 
(i.e., who hare been ase^SBefl) to receive health services needed for problems 
found during the assessment as well as for problems which arise In between the 
times they are assessed, regardless of Whatfervices are covered under the State 
plan. It make no seMe for Medicaid to pay Tor penicillin only if a child Is found 
during a health assessment to have strfp throat but* not pay for the ^rug If the 
child comes to the pediatrician with strep throat two months later. (Eligible 
ihlldren can, of course, receive other Medicaid services as welK) In sum, the 
language shadhkmake clear that CHAP provides children Vith a range of essen- 
tial health servftes for needs which occur while they are In the program. This 
concept Is clearly a step forward from BPSDT> narrow concept of a program 
which screens' and Is concerned wlth^treatment only for problems found at the 
time of screening. ' . . 

Second, we oppose the provision In S. 1392 which allows states to avoid pro- 
vidlnj? treatment for children with "mental Illness, mental retardation, or devel- 
opmental disabilities." Such an exemption runs counter to the coverage for, chil- 
dren with all other conditions and Is unacceptable for several reasons. 

A significant proportion of children in C^AP will be denied important heiilth 
services. As data on health conditions found through EPSDT screening show, , 
roiifehly 10 percent are related broadly to growth or development. In onw view, 
this exclusion may signal to states that one acceptable way of deallnp: with new 
finnnclnl demands of an expanded EPSDT program Is to limit treatment coverage 
in ihese, areas. As n result, states which opt to cut back on Medicaid coverage ^ 
are likely to cut ont the services needed by millions of children. 
' Wrlfing an excluston based on a particular health condition Is extremely dam- 
aging to recipients. That approach requires that one determine the reason a child 
needs a particular service. Does, for example, a mentally retarded child need a 
medical and dental service as a result of the mental retardation or for some other 
reason? Because It is usually ImpoRslble to determine the caus^. w^ fear that 
states will simply decide not to p^o^lde most health care for children who have 
the specified conditions. In addition to discriminating: njrainst children with cer- 
tain kinds of specal needs, an exemption tied to etiolopy encourages labelllnp: 
and overclassification of children (with the excluded condltlpn) In order to avoid 
pnvment for services. ^ 

We can find no acceptable rationale for denying needed health care to children 
with developmental conditions. Whlle.lt is true that several other fede^l pro- 
prams provide ftervlces to handicapped children (e.p:., uevelopnjental Dlsahil- 
itiep: Crippled Children), they reach only a small portion of the children in 
CH\P who ne^bsuch services. For Instance. theTlargest program of health care 
for hnndlcappeJTchlldren. the Crippled Children's Proirram. serves roughly one- 
hnlf million children each year. Yet of the 13 million children currently on 
Medicaid, a projected 2.6 million require health services for developmental ijeeds. 

The cost considerations, which In large part dictated estahllshing: this exclu- 
sion, can be accommodated In other ways. First, if CHAP is amended to c^lfy 
that It provides for needed health care (as we recommended above), CHAP 
will not he requlrecl to pav for related services, such as educational and social 
services, which children with handicaps may nee<l. In nddlHon, theriB Is conslder- 
nMc evidence that cost considerations can he accommodated by institntlng careful , 
. qualltv control standards and peer review. Such measnres must be estaWlshed 
and enforced vlgouroiisly before we would find It acceptable tg consider limiting 
coverage for essentlnl children's services. ' . 

. We therefore urge that the service exemption now In S. 1392 ne uroppea. 
Needed health services, including mental health services, must be. provided. 
EPSDT, as well as other sources of data about children, show that mental health 
services constitute a vital part of health care for some children. They can be 
helped immensely bv relatively Inexnenslve and short-term mental health inter- 
1 ventions. mental health services which, must he covered at the very least. If 
I cost considerations dlctat^isome limitatlons on care subsequent to an assessment, 
\limItatlons should be cnj|jj|iied: to expensive services affecting tlie least number 
^ofellffii»le children (e.g.. services In a psychiatric hospital). 
% 4 Providing dental care— Dental care represents one of the few respects In 
wlilrh the C^AP requirement is potentially a step backward from present prac- 
tice in the states under EPSDT. FPSDT requires states to provide the dental 
services available under tlie state's ^ledicaid plan and "at least such deptal care 
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. ' as is} necessary lor relief of pain and infection and for restoration of tQetli and 
i|iaintenance of dental health." ' States have interpreted this regulation flexibly 
witfi the result that some pay for needed dental care for childreh who have not 
had fL dental screening while others predicate coverage of dental care on being 
referred during an KPSDX screen. Undey EPSDT/ the federal government re- 
imburses states for EPSOT dental care at same level as for othervmedicul 
services. ' / 

.CHAP*s provisions for dental care are inappropriately restrictive on two counts : 
(1) CHAP would reimburse states for dental ckre at 4 lower rate than for other 
CHAP services, thereby demoting the importance of the services; and <2) states 
^ w:ould be required to pay only for treatment of conditions discovered during an 
" assessment or on referral to a dentist at tlie time of an assessment. Coupled .with 
the lower federal match and the fjict that dental services are viewed as rela- 
tively expehsive» we lear there wii^be minimal provision of dental care in the 
states. This is unacceptable. ' 

There' is wide consensus that children need routine* dental care to avoid pain 
and subsequent problems, including the development of speech impairments and 
malnutrition. Because of the almost universal need for dental care, experts 
agree that it is unnecessary to screen children for dental problems but imperative 
that routine dental care be provided. Routine dental care for children should 
include an emphasis on the preventive measures which are ljno>Vn to be effective. 
Based on the needs of children^ the most, sound dental policy under Medicaid 
^ would be to require states to cover rotitine and emergency dental pare. While it 
. would be more costly than the dental portion of EPSDT currently, HEW's esti- 
mates show, that the costs are modesr becuuse if all eligible children were en- 
'. titled to sucji care, the experience under EPSDX and Medicaid suggests that. a 
relatively small portion of those eligil)le would actually use the services (par- 
ticularly during' the first few years of^ the- program) . In addition, the cost per 
child would decline as more children receive dt^ntal benefits and their dental health 
improves. Therefore* we support coverage of routine aift emergency care as Medi- 
caid benefit for children. CWldren not receiving routine dental care should he 
referred to a dentist as part W the health nssossnient. Dental e::penditures should 
be matched at the same levfl as other health services under CHAP. 
' 5; Asaiirinff that CHAP mrt' ices get to vccdy children. — The Congress ex- 
pressed its desire to make sure that children get KPSDT- services by enacting the 
EPSDT penalty ptovision in 1972. The experience with tlie EPSDT penalty 
' points up the inadequacies of current enforcement activities, certain of whicii 
are not corrected by Si 1392. 

Existing provisions have not guaranteed that children receive assessments and 
treatment. CUF found, for example, that during the first quarter the penalty was 
^ in effect, 20 states or territories which mi't the reqnirenients under the penaltv 
J|P provisions performed feWer than one-third of the screenings required according 
to the AAP'.s standards. The nature and adniinistration of the penalty require- 
nients have led to the failure to achieve Congressional intent, 

One element which must be bnilt into CHAP is a requirement tliat States meet 
minimum outcome standards; enroll a reasonable proportion of eligibte 
children in the program and provide them with needed a.ssessuients and treat- 
ment. S. 1392 includes such standards as the bnsi,s for giving states a bonus for 
food porfonnance; however, u.^ing i>erforninnce ^^tandnrds for thij? limited -pnr-^ 
Iiose will not assure that all states perform at a .satisfactory level. Because of 
the bnilt in financial disincentive to provide care, uiider medicaid /for everv 
service the state provides, including CHAP, tlje mite hears a portion of.the cost !• 
. there mu.«?t'be mininnim expectatifais related to (Mitcomes for children. The exact 
ntnndard may vary for each state but it should represent a reasonable increase 
over performance each year, until an acceptal)le level is met^The Secretarv 
should be .specifically authorized to gather drtta to a.s.sess states* progress Unless 
s-uch standards are penalty issues which are monitored and apply an minimum 
expectations in each' State, it is predictable that many Will continue to function 
. at their current unacceptable level. ' 

We are pleased that S. J392 includes incentives for states to meet outcome 
.^^tandards. In addition, tliere must be mea^-ures capable of eliciting comnliance 
when states fail to do so. The financial p(^n,'ilty established in S 139^^ is an im 
l>ortant tool. However, based on an examination of ^}i\SDT's enforcement historv ^ 

^ 45 C.F.R. 249a0(a) (3) (iv). 
ChilUren?^'!"''"""'''-' Chapter 2 of "EPSDT : Does It Spell Health Care for Poor 
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Tve have concluded that the financial penalty alone Is not. always effective in' 
bringing about tlTe desired improvements in the program, ifc 

Thus, we recommend that the Secretary \>e given an addlWnaJ; enforcement 
tool: to require that, so long as states receive federal funds for CHAP, they take 
steps (set out by HEW and agreed to by the state) to meeti Congressional man- 
dates. More specifically, if the Secretary determines that a (state is not meeting 
CHAP program requirements, he should Issue a notice of \non-compliniice and 
nn ord^r whicli sets out the outcomes this state Is expocteu to meet and the^. 
corrective steps to be taken to brinj: the state Into compliabcq. States should 
Have the option of entering Into a binding agreement to meet the terms of the 
corrective order yithin an agreed upon period of time or of seeking administra- 
tive review of HEW's finding of noncompliance. If at the end of the correction 
period or the administrative review, the state is found not to be In compliance 
with CHAP requlrmeents, the corrective order is immediately enforconl)l^r^A 
portion of Medlcafd. administrative funds could be withheld as an a^^onal 
inducement for states to take needed remedial action. 

Finally, for the sanctions to promote complinnre with CHAP roqiiirements, 
application of them must work more expeditiously than is the onse under EPSDT. 
HEW has taken an unju.stifiably long time to complete compliance reviews of each 
sUte's program. In" addition, because of the cumbersome procesff which now 
exists for appealing a finding of non-compliance, no funds have yet been withheld 
from any state even though one. penalty^ provision has been in effect more more 
than four years. It Is essential that Congress set tiniotablos to assure prompt 
review of state programs, appeals by states, and application of the sanctions. 

6. Maintenance of ^tate effort,— The primary purpose of CitAP is to encourage 
States to strength and expand health care for poor children. Because current 
state expenditures are minimal in rehition to the amount nt'cessiiry to 
fill the unmet needs of children, we believe that federal CHAP dollars should be' 
nrogrammed to expand Services beyond what is currently provided. Although we 
do not oppose fiscal relief to states, wo cannot accept it iit the expense of an 
iml^roved, expanded program which children vitally nee^ and are not now 
receiving. 

We recommend that a state maintenance of effect provision be ad(\ed to CHAP 
After examining various proposals, we have concluded that thA most effecti'" 
.approach is to require that states maintain at least their current services 
eligibility levels tor the under 21 population. Such a provision would help nv. 
that new federal funds ('(mtribnte to services forHrliildreii ubt now served and 
that Medicaid services currently covered for children are maintflinerl. 

7 Medicaid ellgihility for income cliriiUc" youth aged 0-^7.— While S. 1392 
takes a much needed stej) byvm!il<in« i'hildren und«r aire 0 who live in extreme 
povertv eligible for Medicaid. It fails to include children in the same family.who 
are older Yet, as RPSDT data show, children and adolescents aged (V-.21 have as 
high or higher rates of iirohlems found in screening and are as much in need of 
basic health care as younger ^children. In order to reach the most needy poor 
children' and to avoid discrimination among children of different ages in the 
same familv. we recommend support for the amendment to S. which extends 
Medicaid eligibility to all children (up to age. 21) In families which meet Income 
but not welfare requirements. 

TTsing Income as the sole basis for ^ledicaid eligibility for children any youth, 
aged 0-21. will go a long way in reinf)Vlnir tlie bnrriers standing i)etweeu the 
neediest" children and basic health services. However, the exceedingly low income 
standard used to determine eligibility in some states will still operate to exclude 
from the program some of the poorest children in the country. In 1077, in ten 
states or territories, children in families of four i)ersons where tho family income 
is oniv V^Sm would not qualify for Medicaid. To bring state standards up to an 
acceptable level, we believe that CHAP should establish a standard income flnor 
which states must meet at the very least: We find the level recommended by the 
House hill— 3^4200 for a family of four— acceptable. According to HEW's projec- 
tions, the provision would entitle approximately 2.5 million additional children 
qnd vouth to Afedicald services. 

Finally, we urge that the Income standard be applied to allow families ty 
qualify by meeting It outright or by spending down to meet the established level. 
The intent of an Income based eligibility standard is to-reach children most 
unlikely to get needed care because their family lacks adequate income. Assume 
a standard oMk^OO. A child In a family earning slightly more than JR4.200 but 
• with large meBSal bills Is^ar-mor^ needy (In terms of Income available to meet 

.. • . ^ • . ' , ' 
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the (Gild's health needs) .than children \n families based on income alone. Not 
taking Into account the cost of medical '^are incurred, as well as basic income 
. results In exdudlnjS some of the neediest youngsters in the more tbau 20 states 
which do not cover "the medically ne^dy" for Medicaid 'services. 

8. Medicaid Wffihitity for. loy> income pregnant women, — We strongly support 
the amendment to 1392 which would extend Medrfaid coverage to low income 
women dutlng the term of their pregnancy and for two months following its 
termination. Currently, only nine states provide Medicaid coverage to low ineoine 
pregnaQ.t women who have no children. While these women are likely to qualify 
for Medicaid as members of families with dependent children once .the child is 
bom, they are unable to receive pre-natal care through Medicaid during their 
flrstpregnancy; » 

♦ Th^inclusion of coverage of prenatal care for low income pregnant women by 
all state. Medicaid programs would fiave a significant and positive effect on the 
^ health of children and would bring considerable cost savings in the Long run,* 

Prenatal care helps prevent fetal and neo-nntal health problems and pre- 
maturity, conditions strongly associated with birth defects, mental retardation, 
and later health and developmental problews. For example, one extensive. §tudy 
found that prematurity rates amo^ig mothers who made tlfeir first prenatffl >1«it 
^ in 't|je first trimester averaged -6.5 percent while prematurity. rates average 23*6 
X)erc;pnt among mothers who made no visits at all. * ^ 

Adequate prenatal care reduces the particularly high incidence of problems 
associated with teenage pregnancy : prohlopis snch as toxemia of pregnancy and 
premature labor as well as low Wrth weight These are responsible for a variety 
of Jbealth problems in infants and children. ^ 

Despite the dramatic benefits, of prenatal care, women who are most likely to 
^lave complications in their pregnancy are the least likely to receive early pre- 
natal pare. For example, seven out of ten mothers under 15 years of age receive 
no prenatal care during the first trimester while one-fourth never receive any 
prenatal care or delay^ receiving "it until the end of pregnancy. Low Income women, 
particularly^ go without needed prenatal care. During 1075, while C9.4jBercpnt 
of all U.S. women began prenatal care in the first trimester, only 53.8 pewint of 
fill Black women began prenatal, carc^ during the first trimester. Furthermore. 
■5.8 percent of all women in the U.S. received no care or receifed care only in the 
final trimester while U9 percent of all Black women were in.th'is categorv. 

"The i^ecessity of adeqimte [)renatal care for the future health of a child is 
unquestionable. -Including an eligUn'Iity provision for low income pregnant wom( n 
in S. 3302 would help to insure that no important omission has been made in the 
attempt to assure the continuing health of all low income children. 

9. Developing Btnieii' capaciiu to <frlivcr CHAP !<cnnccfi:—Vr\\\\^e other Medi- 
caid .Services. CHAP charges states with putting in place A host of services and' 
seeing that children receive them. This calls fot- a kind of planning and adminis- 
trative capability different from other Mcvlicald provisions. S. l.1o2 does not 
adequately address these afiirnmtive aspects of the program; nor does ErSDT 
as it is now administered. 

To carry out an effective CHAP' prognun, states must set out a jftrategy 
capable of meeting program goals, build a Ktntewide system for delivering" 
the services, and gain hroiid liaso<V cooj)Oratinn fro!»i a range of personnel who 
work with children. Under EPSDr. there has been little m\h in some places 
nt) attention to these-activities. We therefore recommend that states develop nh 
fljinual state plan demonstratrng the capacity to. meet' program requirements. 
We urge. too. that there he public hearings as well as other mechanisms needed 
to assure snbstanHal public input in the deveIopn>ent of CHAP plans. 

CHAP must also begin addressing problems of the inadequate number or 
the inappropriate kinds of health providers for children. While Medicaid, 
with its reimbursement approach, cannot, single-handedly address resource 
problemji. it can do a lot to help identify shortage areas and work with other 
health delivery and health planning pro^jrams to begin filling jrn'ps. CHAP 
should require that Medicaid agencies report to tiie Health Planning and 
Title V Maternal and Child Health agencies. idenfifie<l health shoHa£re areas 
for children so a strategy can be developed for building the necessary resources 

10. nuilding nrrovnfnhifittf irh JTKWh, ndmhuMrniion of CTfAP.^As this Sub- 
commfttee is well aware, the history of EPSDT has been characterized by foot 





provide the necessary Bupport and leadership,^ We aVe extremely l^oPff"! that 
this Administration is committed to vigorous action to see tliat children re- 
ceive the benefits- to which CHAP entitles them. At.Uie same time, we believe it 
important for the Congress to institute certain minimal forms of accountabilitj. 
CHAP, as Dffesently written, does not include such measures. 

Had BPSDT included benchmarks against which the Congress <wild monitor 
the progress in providing chUdren with need^ o^ire, EPSDT's poor performance 
would inot havelpersi^ted these ten years. We felieve it essentia^ ^^^^-^ ^'1 
established under CHAP. Therefore, we recomiAend us a target that 80 Dercent 
of^rih^^^ be enroUed in the prograirf within live years of enactment. 

Our summary ht recommended amendmefits iicludes two measures for keei>- 
Ing the Congress apprised of the Department '^progress in nieoUng these MfllH. 
In addition, we recommend that CHAP requireSh^Secretary to issue final^o- 
gram regulations within six months of passage. ^ 

BETOWD BPSDT BEFoB\i: ADDITIONAL LEGISLATIVE CHA>'GK8 

Ir Resource development funds.— Onr work has convinced lis that^ changes in 
BPSDT can bring rapiti afad widespread payoff for poor children. But because 
of builMn Umttations in Vhat Medl<feid can accomplish, measures beyond re- 
forming BPSDT ^e called for: One enicial measure is. the development of 
neiv health care providers In the .many areas where children do not have 
appropriate sources of care close by. Based on a preliminary aijalysls by 
H K W an e«timated 16 percent of children on AFDO children live in counties 
designated as shortage areas; the percent Is slightly higher when all children 
are tak^ Into account. . ^; , f i ^-^tt i'V* 

T^e are extremely pleased that the roughly $25 million in the original CH.VP 
budget was allocated for the purpose of developing primary care resources in 
nnderserved nreafl. Bnt while It signals attention to a very importrint problent, 
$25 mlUlon cannot beglu to provide assistance in many of the communitie?! 
across the country in need of it.. We lioi>e tlie.C<»ngress will see fit to nmler. 
take a significantly expanded program of^ resource development to mnke available 
i^tart up funds, .technical a.ssistmice, and continuing subsidies as needed^ in 
shortage areas ■ 

2 Reforma'in title V.— TVe believe that Title y, the Slaternal and Child Health 




needed for Title V to fnncljon in this way. We are in agreement Vith the 
growing number of grouits and organizations which sngg^.'rt thart a serious 
consideration of Title V re/6rm is needed. We believe thaf consideration nf 
legislative changes in Title V should lie a high priority, and we are strongly 
Committed to a thorough examination of the prtiltlems and remetlies as .soon 

{vs possible. * ■. , . ^, • ■ . 1 t t A 

One of the biggest deficiencies in tlie jlrogram is that fliere is no adniiiitslni- 
tive apparatus (operating between the federal level and providers of service 
at the community levelV which is capable of assnring that high qiiftUty care 
is provided to all needv children. Improvements should be considered for key 
nsDects of the program'jncluding : the^ mandate of Title V. allocation and pro- 
gramming of funds under Title V. aifd methmls of assnring accountability for 
prograifi funds. Changes in these aspects of Title V must be taken into account 
in designing an efficient administrative^ structure to carry ont Title V-s chnrffc. 

We believe It is unlikelv that the kinds of fundiiniCHtal reform nee<led in Title 
V can be made before' Congress ndjonrus this yea rf The changes are complex 
and inter-related. Major reviews of Title V. are underway currently by HEW. J 
tlie Cr>ngress, an^ non-governmental organ fznt ions. With information gained ^ 
from these studies. TIftle V reform can and should be placed at the top of next 
• V ear's legislative agenda in the area of health. 

' An amendment to S. 1302 proposed by Senator Chiles (Amendment No. 1020) 
would modify Title V to set up a system of "lead agencies" to coordinate and 
develop child health service^ at the local level" We strongly support setting 
up an administrative .strurture capable of rcmeclying the gaps and Inequities 
tn health resources for children. Medicaid and CHAP (Currently lack the capacity 
to create a rationaV delivery system ( to develop services where needed, coordinate 
existing fragmented ser\-iccs. etc.) The function is an essential one. and until 
it is performed properly, many children will nt>t receive needed cnrc even thoneli 
CHAP entitles them to it. While legislative changes in Title V seem fo us a 

^ See "EPSDT* : Does It Sfj^ell Henlth Cnre for Poor Children ?;* pp. r)4-r)n. j ,^ 
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logical means to deflae and assign the needed responsibility, in our view the 
proposed *Uedd tfgency" proposal. is unlikely to fulfill its intended puri>ose. 

We find the proposal to be deficient in several resjiects : 
JLead agencies lack stall and funds to assess what. the problems are and 
provide Xe<'hnical .assistance to remedy them. . ^ 

Lead, agencies lack the power to bring about necessary change. They Inck 
the ability to review the allocation of funds and to reprogrnm funds go^ng into 
the area. In addition, they have no new funds to fill gaps. 
Lead agencies hare no leverage to elicit from providers in ttie area noees- 
. sary Information regarding funds speift and services delivered. . 

Lead agencies are giyeh neither the authority nor the charge to monitor the 
qoali.ty of <Sre given children and assure that acceptable standards are met. 

The proposal Hacks necessary clarification of the lead agencies* |^>ovver!5 in rein- 
tlon to other entities with a similar charge, such as HSAs. 

It would be a" serious mistake to embark on a new administrative scheme 
which is likely to f alL Particularly at this time when th^re is public skepticisui 
about new federal dli^ectives^ it l^uessential that changes made be workable 
and effective in meeting agreed uiign.-goals. For thi^ reason we oppose paHsnge 
of amendment No. 1029, and recoffiiiaeiid Instead that the 'Uead ajjency" issue- 
*be taken up next year as pJtrt of klbroAd reform of title V.. 

We look forward to* working \\^th all interested ^parties to examine and 
improve the Title V program. 
• Thank you. ' 

^ Children's Dkfense 'k^iiyo, 

I Wa8h{irffton,D.C.,Avgu8tl6,107S. 
Senator Hebman.Talmadoe, / — 
. Chairman, 8ubet>mmit1fie on Health Finance Commi\tec, RuiscU senate Office 
Buildinff,Wa8hington,D.C. ; * 7 

Dear *BTatob Talmadoe : As ^ou know, the ChildrtniV; Defense Fund prepared 
extensive testimony on S, 1392 which we submitted t'o the Committee, and nlso 
had the opportunity to present oral tc-'tiniony. However, we would like to add for 
the record our support of a provision in the House CHAP bill, as reported out of 
the Interstate and Foreign Commerce Comniiltee. related to Medicaid eligibility. 
This is the provision In H.R. 13<jn whicli allows stntes to extend Medicaid elipi- 
hllity to children who have been in foster care and who iire hnrd-to-placo beenu?;e 
. of a condition requiri^ng medical oari> nnd services. 

It is estimated that at least 100,000 children nre lingering-in foster care who 
have not been adop^ be(*ause of their special needs. A large number of these 
children have handicapping conditions — often multii)le handicaps— wldch retiuire 
continuing care and treatment. Although often eligible for MedionlY while in 
foster care, these chijdren frequently lose such eliffihiUty when adoi)to(^an(l ni.iy 
hp ineligible for coverage under the in.surnnce policUes of ndojjtive parents he<'nuVe 
their handicaps constitute a pre-existing condition. The absence of Medicaid 
coverage for -^stkiIl children following placement for nd option serA-e.^ as |i iiscal 
disincentive togpJiing permanent ndoptive homes for these children and, keeps 
\ them in fosf^f^are nt pul)lic cxfiense. The pufiio*!e of covering hard-to-phice 
ndopl^ed children* under Mediciiid js to oiicourngf i\iu\ facilitate adoption of these 
children with special Tieeda. ' 

For tlil« reason we would nppfeciale your cn refill consideration of nnd supiiort 
of this nmendment to S. 1S02. « 

Yours sincerely, \ ■ '■ * , 

AA'E^'nY Lazari r. 
Health Specialist, 

Questions f^rBMirxED t6 Ms. I.azaui'r by Sknator -RiniroFF and Jlt\n Answkks. 

TO TlIEM 

i *■ 

Question Xo. i. In order for nny scrof^ninp: nnd trenlnient procrnm for children 
to succeed, qnalifled providers must pnrticipnte, This hns lH«en n prolilein with 
EPSDT. Whnt nre your recommendntions for overeoniing tlil.s problem in CHAP? 
' Answer. Medicaid law presently cnlls for EPSDT i)roH:rnnis to nif^ke the nnixt- 
_ mum^ use of existing resourres. But the intent of tliis jrenernl Inuffnnge hn^ Uiit 
been carried out in the program. Although S. requires >tnfces t«) "encouniire 
pnrticipatiOn by physicinns nnd henlth enre centers.;* ^ this iirovisiou e.an he 
expecteft to' he no more effectunl than the simiTnrly vnjrne requiremetit enrrentlr 
in EPSDT. Unlike EPSDl* CHAP muRt refpitrc st/ites to solicit actively tli'e 



. . ■ , ■ ■ 

*'^We^heref^ereco'mjnend the foUowlng changes In S. 1392 r 

m Language should be added requiring states to offer Provlder,ngrocme ts. to 
nnv Quailfled provider. Qualified providers should spcoifica!!y Include comn.nm > 
hPnUh clinics dentists, solo jind group medical practitioners, day care or Head- 
SVSamrrural health clinics, public health departments n.ntcrna und 
cMld Sh centers, andenj^ other entity that can meet responsibilities of CHAl 

^'(of States should explicitly be required to identify all qualinod VTovMer^ nnA 
to encourage their purticlpatiori in the program by offering adn.inls rat ve 
arrangSts (Inclu.ling reimbursement rates and prompt payment of claims) 
tt lilph can be expected to elicit their Involvement. , ^, , ,i 

n.\ HEW should l.e charged with monitoring state performance in this r.-gard 
and reSftmg trcongress on provider participation in CHAP and the steps ben.g 
trfken to use all qualified providers in the program. ^ . , \,n i,„r, 

OucitionXo 2. EPSDT has reached only a small-fra^Jtlon of ellfsiMe ohil.lron 
wifll 4rvlcel Why? think that the provisions in S. 13!)2 are adequate to. 

"^.Vns^'e^ln flSal year 1070. for the 13 million children who were eligible 
FPSm' provided onlv about one-quartor of tho.screlBijings childron m-oded. Poor 
'Hl.o«?irtKS su^h as these are exDlaMu'd'by three critical prol)len,s which plague the 

'^SMJ^Tlhe^ouTrLat-h provisions under EPSDT incln.linR the fln«nclal ..npport 
nvn il.ri)ie have not l)een adequate to effoc-tivoly Inrorm the nlajontv of ellsible 
?an^Hes Al o^^t tW proRran, a^ then, to Reti.oalth <=5Jg- "if ''"^J^^^^ 

that EPSDT outreach usually consUt^ of sc^nclins vvelf:irp iWiihen s a written 
,0 ce (which fanillies often cannot nnd.-rstan.l or re.ul) and somotunes hann.-, 
a welfare case worker explni'n the procran. to the family .Inrinc ,ertifi£nt.on or 
^eTertlflcation for welfare benefits. The.se have proved to ho ineffective measures 
S found no orKanlzatlon other than the welfare dopartmeut reimbursed by 

''•sIl'o"nd-SDT'S^^^^^^ fnl'od to oncourace the participation of a ranee 

of ,r"iders despite fhe fact that Me^Ucai.l laws calls for EI'-';I>'r proRrams to 
n ake tl e maximum use of existing rosourc.s. As a consequence, for In.stance. last 
vTar 10 states relied primarily on^ounty health .lepartnjents to """exclusion of 
other qnalifle<V providers, to screen elif;il.le cl.il.lren. CDF foun.l thatjn oMier 
states qualified providers are effectively prevent.'d from participatius in EPSD r 
Ouo to low relmhursement levels or ina,.proprintP stan.l|.rds for certifying pro- 
viders Thus, children are denied access to cmiprehenslve health cen ers ""d "ther 
■nrnvUlers which are often best .suited to attend their needs. Often too they wait 
as long as .six months to Ret an appointment for screen ns or trcatmcMit. 

Third throughout the histOKr of EPSDT. the federal povornment has f^'iK?'' 
nrovide ti,e n^essnrv suppor.f-and lendersbip. to assure tliat cluldren receive the 
^onems of the program. A cfironology of federal Action In the mplem|M,tat on of 
EPSDT .shows that more tlmn four years after the program's enacttiient.^ and 
more than two vears after its effective date of In.plementation HEW had. not 
pro riul"a?ed re^dation»i>o critical for gi.id.lng states to beg n EPSDT programs. 
FMna "regulations and gi.idelines when eventually published, deferred requiring 
fun mprementation for yet another year and a half. HEW did not conduct., 
reviews of state programs until two-and-one-half ?cars after EPSDT's eff.s tne 
date Once Having conducted such reviews. HEW failed to act on its findings and 
to date HEW has not Issued final regiilations to clarify states' obligations in 
complfine with the requirements of EPSDT's i^nalty provisions; _ 

Witfmut a number of amendments. S. 1302 will not overcome EPSDT s failure 
to reach eligible children with services. CDF recommends that S. 1302 be amended 
to address directly the problems of outreach, provider participation, and federal 

*^"(l7 AUhough S. l.'lOa pharses states with ''{i.ssuring the availability'.' of ont- 
reacK It fails to include provisions which guarantee that suffleient funds and 
methods of outreach be employed. We recoinniend states be expected to earmark 
at least a certain portion of the program budget for outreach, totaling approxi- 
matelv 2 perceht of totarxiedicaid expenditures or percent of CHAP expendi- 
turesi that non-profit organizations located in the target community (e.g.. com- 
munity clinics and Head Start programs) qualify for reimbursement; and that 
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.'Btntes receive a financial Incentive for outreach activities known to be effec,tive 
•(00 percent federal reimbursement for outreach Uy non-proHt ori;aniztitions 
located in the target community," up to an amount of approximately $6 per child 
enrolle<l.) If with this Incentive, however, states do not attract a •reasonable 
proportion of eligible children into, CHAP, they should be required to establish 
a new outreach program emphasizing the use of organizations located in the 
target comtnunlty. 

(2) AlthOtlgh S. 1302 requires states to "encourage participnlion by physicians 
and liealth care centers"', this proS-ision can be exi)ected to be no more efTectiial 
than the similarly va^e requirement under EPSDT. The explicit provisions we 
have inclnded in Question 1 above should beaidded to S. 1392. 

(3) We believe It essential that benchmark s be established against which the 
•'Congress can monitor CHAP'S progress in prvoiding children with care. S. 1392, 

as presently written, does not include such measures. Therefore, we recommend 
as a target that 80 percent of eligible children be enrolled in the program within 
five years of enactment. The Secretary should report to Congress on an annual 
basis the Department's progress in meeting these goals. In addition, we recom- 
mend that CHAP require the Secretary to issue Anal program regulations within 
6 months of passage. .# 

Question No. 3. Why do you think U is important fox Congress to act on 
S. 1302 this year rather than wait fof a total overhaul of the title V MCH 
program? ' ^ 

Answer. First, the health needs of poor cittdren cannot wait.. An estimated 13 
million children now on Medicaid could geC^tally needed health serriee.«i over 
the next few years tlirongh CHAP. As our testimony explains in greater detail, 
most of these children have not and wjll not receive basic health services unless 
provided hy an improved EPDST program. 

Second, there is wide consefl.^^ns a!)oiit how EPDST can !)e made to work better. 
Numerous studies have pointed to the same deficiencies. These can be corrected 
through relatively simple legislative and administrative changes. And there is 
broad politcal support to make these changes now. 

Third, overhaul of Title V need not be done at the same time as CHAP. Al- 
though the two programs are related in some way. s, any necessary conformities 
can be made through Title V later. In addition, to decide whether or not and 
how to overhaul Title V will take considerable time to do properly. In the. mean- 
time, many children from low income families will remain without access to i>r 
ability to pay for necessary health care which CHAP can provide. 

Senator Eibicoff. Ms. Katz, please. 

STATEMENT OF MARILYN K. KATZ, CONNECTICUT LEGAL 

SERVICES, INC. ' V 

Ms. Katz. Thank you, Senator. Mv name Is Marilyn Katz and I am 
an attorney with Connecticut Lepil .Services. In tliat capacity, I repre- 
sent the people who are the intended beneficiaries of the CHAP legis- 
. lation, poor children and their parents wlio want liealth care for them. 

There are man}'' aspects of tliis bill, as Ms. Lazarus has pointed out, 
which deserve clo.^e consideration, but one of the greatest coiicerns to 
my clients -is dental care, for three rea.sons. 

First, it is an inexpensive service tliat all cliildren need and want, 
andPirtt^ invariably suffer if they do not fret tlie care. It has proven 
results. "Parents and cJiildi'en see tlio benefits of dental care immedi- 
atejy, as well as over tl»o lon^ run. It is soinethinp: that the children and 
thpir parents can parficipfite in directly. Tt is within their means. 

Unfortunately, this bill that is now.in front of your eommittqe fails 
to reco^rnize the importance of such car(^ to my clients. It does not in- 
clude dental care as a mandatoi-y .^rvice. Rather, it requires tliat an 
assesment be provided' before children can get dental care. 

Ther is less reason to predicate dental eare on a prior assessment 
than there is with most services, because we know all children need the 
. service. 
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An assessment can serve n useful pinpopc, liowcvoi-. It can be the 
• opportunity to refei- children to a dentist ^vho might not otherwise 
get there on theill own. " . . ^ i ii t .«„i,i 

Before coveriifc each of these pomts m a little jrreator depth I ^^ ould 
like to ask you tolook at. the Medicaid program from the point of view 

^■M^^^oTth'emget very, very little care under medicaid even th^.ph 
the medicaid budget grows-as doos the rest of thfe ^^^^Jlj^^^ro f J;-- 
tem-phenomenally every year. In Connecticut, we have a 3'^00 m''' -2" 
medicaid program. Only $15 million of that program goes to-tRe 

noninstitutional care. ' • • • l 

That is less thi£n 5 percent, or $(5 per recipient. ^. , . 

Of course, it is important that people who need institutional care get 
it, but that covers very few individuals. In Connectiaut . percent of 
the medicaid recipients get 50 percent of th^™^dicaid dollars for i urg- 
ing home care, -riiis leaves verj. little for all tlie children and all the 

^"mS2 fSiSoHal^rvices are provided to people, not by cTioice, 1>..t 
because they have reached the end of the line; thev have no choico. 
Thev are compelled by the necessity of thejr condition. 
voUnfortunateTy many of the ser^'ices are of^dubious efficacy, gti" "--- 
(feneby your sister sulScommittee. the llonse Subrommittoe on Health. 
haVe uncovered abuses in surgical lechniques and nursing-home caro. 
^ Sit dental care is something that i. of v i tnally uni versal "PPl;;"" 
ity. Almost every single child needs dental care and those who quali f > 
for medicaid need it most. , f i „ „„mKni- nP 

As a Legal Services attorney. I am. astonished by the numboi ol 
dients I see as young adults who have lost teetli as lack of dental caiv. 
?his loss is tragic because it is coinp otolv unnecossaiy. Provont.vr 
dental care i.s on^ of the most universally effective 1-oalth care sferv ce 

Not onlv does it result in improvement in children s liealtli. Dnt it is 
one that the children and their parents can see immediatelv ^rxd r'AU 
appreciate. They can understand the connection between the dental 
cfre they get and the result's. This experience is a very good one in 
■ itself, and it is also, important as ,i lesson m regular health care. 

Thislesson continues bocajise dental can- involves mv clients 'n^^vi.y 
■ that thev find within their resources to perform. Tjnfortunately, he e 
manv neces.sarv medical treatments that simply '^''l' .^^y"";^ 
means of my clients to participate in, that require special In mg ai- 
7-anTpfnent.«. regular appointments, transportation. ■ 

But dental care, between two regular vi=its a year requires only a 
simple toothbrush and .some.dental floss. A child can be taught to care 

^"Viuhis^'makes dental treatment the ideal service to inrliide and 
einphasi7.e in a child health program devoted to roua/rei.eiisivene.ss and 
prevention. But rather than oncournging dcutnl.care 
of a child health care program, the administration treats dental care 

. v^Se"cHor3(G)(ii) of the hill bioadens the ■ rcsponAibilitv of tl,e 
States to provide most health services, whether the condition neces-. 
sitating the service is di.scovored in an assessment or not. TTowover this 
section makes an explicit exception for dental services by requiring 
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•only ^'the treatnjgnt of conditions discovered during an assessment." 

Senator, this is a fundamentally mistaken approacli to dental care. 
It just makes no sense to require aaiasseS3mei\t before preventive delital 
services arejprovided, just as we would not screen children before we 
give them vaccinations. Dental cnre should be, considered* a public 
Sealth measjure. Dental disease is just not like diseases wKcj-e the inci- 
dence^ limited aad unpredictable and wllere you'.have tojiave mass 
screeqjPg in order to single out the children who are afflicted so that 
they can De treated. ' ' 

Moreover, when dental assessments are not .done by dental profes- 
sionals very few children are assessed as n(»eding dental care. In 
Gonnecticut, less than 6 percent of the chflldrcn who ijcceived screen- 
ings under EPSDT were idehtifiecfras having dental problefhis, though 
we know that 95 percfent, hy lIEW's ownligures, need dental caie. 

To predicate the receipt of dental .care rojin irrelevant assessment 
is simply irrational and the effect can only ^Je to"' reduce the number- 
of children who get the care they need. . . 

However, such assessments, ClIAP assessments, can serve a useful 
purpose. They can be a;i opportunity to further incr^e tlie number of 
children getting dAital care. 

Simply requiring reimbursemont if the child finds his way to a 
dentist is not enough. In Connecticut, rtur experience proves that 
, wifhout'-'referral and followup, many children still do not get care. 
Connecticut is one of the ricTiest Sthtes in the, Natiom It provides one 
of the broadest' ranges of medicaid seryices, including coverage of 
all jlental care without the requirement of a prior aSvSessment. Yet, 
less than 20 percent of medicaid-eligible children rjcceived any dental 
care this past year. / * 

The administration approach does not respohrl to this probl^ 
either. Itfdoe^ not require that children who do receive a screening 
package under CHAP are automatically referrecl to a dentist for' 
examination and treatment and followups to see that care is received. 

'Instead, yie current bill includes that meaningless assessment I 
It al keel abpuf as a part of a regular screening process. The administra- 
tion is now proposing an amendment to the bill which will allow a 
Sfate to havQ a child who has been assessed for other condffcions 
referred to a dentist, but would"nOt require a State to follow this pro- 
cedure. This "choice" makes no sense. 

But if limitation*^ on dental services are to be. imposed^ if Congress 
is worried about costs, do not attempt to control costs By putting arti- 
ficial barriers, meaningless assessments, in the wJ^y of children •getting 
care. Instead, choose which defital rare services yoif^vant to cover by 
considering the need for and tbe efficacy of each service. 

I would suggest to yon that the current definition in the medicaid 
regulations is*a jrood one, and this is one thq^t T notice Senator Childs 
used primarily in the amendme^nt he offered -before your committee 
to the administration bill. Another good definition related to need. 
aTKl efficffcy isvf ound in the Houseiill. ' 
^ 'After specifying coyernge in such ^«r»dofimtion I wouTd then pro- 
p09e that you*amend the bill to include dental care as defined in the 
definition in the list of required medicaiaT?ervices. 



In addition. bill should be aiyiended to require that^ assessed * 
children be re;Eerr(Bd automatically to a dentist arid"~CH10* followed 
. up to assure that treatment is rieceived. 

'On behalf of my clients^ who are Ipw-inconie children who depend 
on your decisions for their future deh till health, I respectfully request 
your careful consideration of these recommendations. 

Senator Kibicoff. Thank you, Ms. Katz. The staff will suhmitf some 
questions and we would appreciate your responding to them at your . 
earliest (^sorivenience. \ , » 

[The folio wingifas subsequently supplied for th^ 

ANSWEBi3 TO Questions SuBMrrrEp to MarilYn Katz, AttoIjney W'lTit 
Connecticut Legal Services ^ 
» . ■ ' ^ 

ijuesiion 1. Ms Katz, you obviously believe strongly. In the need for basic and 
comprehensive dental coverage under CHAP. Cost estimates for mandating; tliis 
coverage range widely. What has been the Connecticnt experience? What is the 
reimbursement rate for deptal providers? Hovv is their 'participate ratej 

Answer: Total expenditures are, of course, based on tlie cost of the' services 
per child times the number of children using, tie service. The Administration 
has estimated a total e^pfflj^iture of $78 million for tiie first year of mandatory 
comprehensive den tar d^rer age and' automa^^^ reftyrrals of CHAP-screened* 
children. This totaV figure is based on a. cost estimate . of $107 -per child and a ■ 
user estimate of 35% of eligible children beins screened und^r CHAP, and referred 
to dentists and half of these actually receiving treatmeut^aud of 25% unscreebed 
<aii Idr en receiving den taT care. V ' i » 

.The House Budget istaft catn^rTip with a lower total estimate ^or the initial 
' year, $21.5 million, based on a similar cost per child estimate ($100), but pro- \ 
Jecting only 6 months of operation and lower (and we believe unfortunately, 
more realistic), user rates. The Houkc estimate of $8.S million fnr fiscal 19S0 
is mqre similar to the Administration's projeetiou f6r tlie initial year. It depends 
on using the $100 per child annual cost for each cliild receiving dental treatment 
for the first time and $40 per child annually for each' child after his or her initial - 
year. ' ''. . ' . . , ' .■ 

■ The cfeguinption of ^he House Bud;;et staff that costs will decrease once years 
of neglect are corrected and preventive nntintenance is instituted is : supported 
by recent experience in Oonnecticmt. Connecticht*s^tate plan provides coverage for 
dental services for allvMedicaid eligible children, regardless of . whetliei^. they 
■Jiavo undergone an EPSDT screening. Yet because the State was trying to ctJhtrol. 
costs hy excluding certain preventive services from coyei^iise and by uinintaiti;'- 
Ing unreasonably low fees, very Tew children ivore'm-eiving care and the uuml>^r/ ji 

• was declining; * ■ . ^ 'A » ' v; 

Just this imst year, the fa,lse ocDnomy of snirji, a. JuJicy was tf^inifestpd. From • 
fiscal 197(^-TO7Y to-fiscafM077-ir)7S. total ext^MiHiftires for cliKdfpn's dental care, ■ 
in Connecticut increased oiHy slightly from $1.3 million to $1.6 riiilliou.-IIowever, 
• because the number of jbliildren receivinc: OMre declnnVl 209fc froni 20.00Q in 1916-^ 
1977 to 16.000 last year. J:he. average cost; per bliild receiving dental c^ire'rose". 
from $65 to .i^lOO. There Vasj aLs6 a siffnifieant^.cliau^re .in<^t^)e, tyjjes of sf^rvices,-? . 

• rendered: for the first time expenditures' for the ^ost oxper^iye. restorative . 
—services e:tceeded the expenditures for preventive (?aj;e and ront.the'\vorU nuch as. . 

^- «lmple fillings. ^ ' ' 

• The Department of Social .Services- which administers tlie medicaid and ciir^'. 
rent EPSDT Programs in Cbnnecticiit. shared oui coricorrj.that t^j'ft cost ^per child 
was going up while the number of ciiildren beiUg 'served^, was 'decHni^ng. They - 

. concluded that limitations on preventive services and the fee levels for covered 
services which had betome increasingly too loA' were causing dentists to refuse, to ^ 
provide preventive dental care. AVhen children did not get the preventive care " 
' they needed, their dental health worsened. Those who ilnalL^ did get to the* (fentist 

came in an advanced stage of dental disease. ofteJi when pain had become un- ^ 
^ bearable, and ustially then required more extensive, expensive restorative work.;' 
It was the decision of the Department.of Social Services, aided by consultation 
with myself and other attorneys ftom Connect if*" t . T.egal Services and with 
representatives of the Connecticut Society of Dentistfy for Children, to raise- 
the fees and add coverage for the necessary" preventatbe' services. 
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• Thus the av^ge cost/iCo'r a child who is being seen for the first time is now 
between $23 and pins additional fees for any necessary Qllings. The second of . 
•the two amiucd Tisits. which would include only th& cleaning and x-ray service 
costs $11 to $14, plus any necessary fillings/ * ^ 

MAlong with the additions to services and fei&s, theD^irtment has added about 
30 Ef^SDT outreach workers in its District offices who provide direct referrals 
'to children and their, parents from a list of dental providers in ea$;h geograpbic 
area and who follow up to see that the services«are received. The districta are 
just banning their reporting systeini so no statistics -are available. yet. However, 
the Department exipects total expenditures to rise initially as more children •are 
reached tor the first time, and then to lesAl off as m6r^ childifen ^need t)nly pre-" 
ventive and. maintenance care, and theflnciaence of ftie more expensive restora- ' 
tire work declines.: > } ^ ' 

.Connecticut's recently increased fees and expanded services should help ex- 
pand the -availability of dental providers for poor children. The State reports tjiat 
iDiQre dentists have expressed an interest :in participating in the program and 
have signed up as providers to receive direct referrals from the State, Currently 
only,l,6dO of the 4,000 dentists in ^Connecticut submit claims for medicaid reim- 
bnrseinent and it is not knon how i^agy of the^ providers' do not see children,. 
Moie significantly, although 1.600 had jit least one claim for deiftal care reim-. 
bursement under medicaid, only abdut 300 dentists , submitted oyer $2,500 worth 
of claims. (An amount-^one would expect to" be billied if. all medicaid eligibles 
were receiving care anitf all' dentists' were seeing stich patients in equal numbers ) . 

Of course, ft is. unrealistic and unnecessary for adequate care, to' be available 
for every ^eaitist ito treat medicaid eligible children. And medicaid fees do not ^ 
have to equal fl«s for .private *pac|ents (in Connecticut the current fees are less., 
than one-half the Blue Cross rate). But the \State^ medicaid agency should be 
required by explidtJFederal regulations, if not by statutory language, to devi.qe 
a' proper fee structure and to affirmatively enlist a. sufficient* number of pro- - 
Tiders to adequately serf e poot children "under CHAP. 

• In* oondusion,' even assuming the Administration's estimate of $100 annually 
per child is correct, dental care. is a relatively low cost service compared with 
other child health eaard services. Que vsiit to an emergency room can cost more; 
than a year of dental care. Furthiermore, as Connecticut at least has begun to' 
recognize, t^regoirig these prevemive services will lead to Increased direct ^sts 
later for more ^pen&lve restorative care, '. ^ 
. And a t6tal cost of $78 million for dental care cov.erage for all the medicaid 
eUgibl^-'ciiildren in our nation for a year is also a very, 'very small amount of 
money. 1^46 ..iess than the amount si)ent annually for. duly 7.000 adults receiving 
norsinsrhome care in a small state like (Connecticut, It is less "than one week's 
worth of care for hodpitalizcf)! medicaid recipients in this country. It is s^irely a 
small ikve$tment for the possible returns in health ca^e'^^r our children, \. 

^Qvtesiian 2. Anytime a new service is added to a federal health program on a , 
feerfor-service basl^, w^e hear horror storiea about frauds There would seem to be 
some potential for abuse if dental sen* ices were mandated without safeguards. 
Could ypfu address this question? * 

.' Answer: As your question indicates, the cost- effect ivene.«!s of any service ca^ 
be diminished by fraud and abus$e, Frau(^ usually refers to a provider's claim for 
reimbursement for' a Service which has not actually been performed: it can also 
include -dupti^fe billing for ^the sapie performed service. Abuse o*i the other' 
hand, usually refers to. a. claim for reimbursement for a sdrvice-which'was ac- 
tually performed but* wbidi vV'as unnecessary. . - , . ' , • ' ' ' 



Fortunately; prercBtlire dental care is one of the health services least 8ul>- 
Ject to abnse. lilre taiiocolatloii«» the need for the service is- nniversal ; aU chil- 
' dren need a dentatexamliiation, x-rays, cleaning, topical flouride application ana 
instruction. For simple restorative work such as fillings, the fees are generally 
low enough that there is no Incentive to do unnecessary work. According to 
Steven Press, the Director of the Connecticut Medicaid Program, a dentist will 
not spend half an hour of his valuable time doi^g an unnecessary filling for a 
''^ small fee. Connecticut hais concluded that it is not cost-effective to use abuse- 
prevention procedures such as prior authorization for preventive or simple re- 
. Btoratitve work. ^ ' ' ^ i » 

Connecticut used to xwuire dentists to submit i^equegts for prior authorization 
for all dental aervlcea; the submission ordinarily included x-rays in suppoi?t of 
the request Earlier this year, a study was undertaken jvhich demonstrated ^hat 
no abuse of pimple festbrative services was being* uncovered by the prior au- 
thorization BFBt^ but It was costing the States significant amount to pay den- 
tal consultaniB to examine all the requests. Such a system was also unduly bur- 
densome to dentists andf patients who would have to wait weeks for approval; 
many patients became so dlBCOuraged they never returned for treatment. . 

"Hierefore, Connecticut- first eliminated prior authorisation for all dental, serv- 
ices under $50 and: subsequently (as of July 15, 1978)^xtended that exemption 
- ^to aH services under $100: The dental consultants continue to require requests 
for prior authorization (supported by accompanying x-rays) for more expenaive 
«erivces wjiere it Is also more appropriate to have a second opinion from the 
f client's point of view, e.g., extensive bridge work, dentures, etc. Of course, ^-^y^ 
are generally available in a patient's file if the State wants to check that routine 
restorative work was indeed necessary. ^ jm ^i. ^ 

Dental care, is also one of the health services where the detection, ana ttere- 
fore the detertence, of fraud is easiest. TJnUke many serHces, .dental services 
produce a visible, identifiable result. Paid dental consultants and x-rays can be 
used to check that \^ork for which reimbursement is claimed; has indeed- been 

^^nnecticut Is currently programming its computer syst^ to institute HE Ws 
Project Integrity. Project, Integrity is barfed on progra^nming a states com- 
puter to supply the names of providers who have a higher than Average numper 
of services biUed per patient. The State can also detect double billing by checking 
the seryice codes on the bills to see if more than one claim for reimbursement 
has been made for more than one filling clalnfed in the salne part of a patients 

**lSe State will then run audits on providers for whom it has questionable pro- 
xies. Part of *the audit will include the exaroinatiorf of patient files an^x-rays 
' and part will consist of requesHng the patients to submit to open-mouth i^to 
tionlB. It will be easy for a dental consultant to ten if the claimed work ^as ac- 
tually been performed and whether it )ias be^ don§ satisfactorily. 
• . matedthattheraajority otstates have tho computer capabiUty to run the Pw«e^ 
' . Inte*rrity programs. Even withoirt pin-pointing particular prcrviders. a state coma 
ecoiBmically conduct an effective number of spot checks dental prpviaera, 
ero3dally if the number of significant providers is limited as it is in Conn^tlqiH 
' IiTconclusion, I submit that onr experience in Connecticut demonstrates tl^^ 
i^itBer <<>bsiderarflons of cost or of abuse and traud control weigh againsttemne^* 
• ^tW comprehensive dental care for poor diliafen under Medicaid and automatic 
* » referrals to dentists of childrfe screened under CHAP. 

Senator RiBTCQFF. S«mtor Dole? 

Senator Dom. I will follow the same procedure if I havefgesuons. 
Senator RiBTC^ory.JDr. Barber, please. ^ , ' 

STATEMiaJT OF DR. JESSE B. BAHiEB, PEESIDENT, KATIoirAE 
MEBICAI ASSOGIATION, ACCOMPANIEH^BT DK. BOSELTH 
BATHE EPPS, HATIOITAI CHAIBMAN, IMA.PEDIATBICS SEC- 
TIOlI; AHD BB^EBTBTIDE T. HTmTER, PEO^ECT DIBECJTOE, 

NAKOHAi nnonj^ program otf the HMA 

y Barbot. Senator Ribicoff, Senator Dole, I am Jesse Barber, 

/ M.D., president of the National Medical Association, which represents 



— -iq>pn>Ematdy^5Gil)04)la(i^hy^<aans^^^ 

has thtditionaUy been conceined about the health (^re of fJ^^ 
' but partic«dariy about that of the low income, nunority, and other 
underseiTed population. 

* We am pleased to have this opftortunity to present testmiony on 
Senate 1^1892, Child JHealth Assessment Act. With rfie today are : 
Dr. Bbseljn P. Epps, dkirman of the pediatriQ sectiou of the National 
lifodical Asspdatum and Dr. Gertrude T. Himter, project director, na- 
tional immunizatxooi program of the National Medical Associatioh. 

. By virtue of our traditional and historic role in the urban and. rural . 
dommumties,^'we view the enactment of this legislation as ha\'ing a 
potentially positive impact for improving the health statins of the 
children ana youth who will be eimlled to oenefits imder this act. 
. * We have reviewed the companion -bill H,K. 13611 and endore sev- 
end improvements over the original bul. We believe that the follow- 
ing should be^included in the final legislation; namely: 
^No. 1, the assurance that appropriate prenatal and postpartum care 
be made available for needy pregnant women ^- ' 

No. 2, efforts be made to.increase imfniinization levels of children 
:. which is consistent with National Me4ical Association's immunization 
projects; , . *. . 

« No. 3, the inclusion of adopted <;hildTen with special needs as partici- 
J ' pants; . . - 

/ - No, 4, provision. f on routine dental services; as defined in 13511; 
No; 5, removing som^ of "the financial barriers to participation in the 

* I^?6^/no enrollment fee, f^remiuiri, ' deduction, cost shariuisr or • 
' similar charge with respect to any of the care and services will be 

imposed imder the plan ; and / ^ ; ; " 

No*. Ty^tudy and demonstration projects on provider^^artiripation^ 
There are other areas about which we have concerns,, ana it is to these 
\iBSued Ire now wish to speak. . " , . 

: ^ No, 1,. continuity, of cafe. Although th^ bill speaks to comprehensiviet 
. : ness of dare, there is no assurance that fragmentation, duplicaiion j and . 
*^ omission of services will not Continue. For instance, tl^ere is'no provi%^ 
sjon for continuity -betweert assessment, diargnpses, treatment, and 
folloyhip. In order for these activities to occur with, continuity provi-^ 

* si6ns for education for recipients and providers, outreach and tracking 
' are essential. ^ , " i 

No. 2, nutrition. The National Medical Association was struck bj 
the glaring omission nutrition as an identifiable component of this 
legislation. Although it may be implied in the term ^^^prevehtive health 
care,'' for persons defined a^ "low-income," nutrition-education .-and 
^ appropriate food services are ebsolutely essential for growth and de- 
velopment, maintenance of health prevention of disease and recovery, 
from illness. 'We woiild strongly urge that provision for ' nutrition . 
servtees be included in this act. " , . 

No. 3, utilization of ;all Health resources. Although the act permits 
participation by all health care providers — pqblic and'private-;Tthere 
IS no assurance that they will be utilized or will be a©le to i)articipate 
in the pngrqm. Deterrents to\fnll utilization of all healtS resources 
include. Stateiegulations that Prohibit participation bV some pro- 
viders, unrealistic reimbursementjfor costs of health care aeliyery, and 
exclusion of malpractice premiums as a factor in determining reim- 
bursable costs. ^ ■ ' , 
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These factors are critical to p^o^ide^s in underserved areas wit^ 
large coiKjentntticms of iW 

able to absorb these%dditioflal costs arid are farced to relocate — f urtlier . 
contributing to the maldistrtbution problem. Prior to passage of this 
- . bill, consignation shoiild be given to this problem and remedial action 
taken. / • . . . . . 

No. 4, eligibility for services. Althou^fh provision is made f<jj: eligi- 
bility for services from the prenatal jjeriod to age 21, in reality numer- 
. ous restrictions and qualifications exist which can interfere with ade- 
equate heaUJi care at the manj crucial periods for this high-risk popula- 
tion. In reality, the act* does not reflect appreciation for the life long 
. consequences o|. poverty and inadequate health care and the dynamics 
• of pT0^vth arid -development. ... 

The National Medical Association believes that any individual who 
becomes eligible f orthis program at any point in time prior to reaching 
age of nmjority* should remain eligible without restrictions iinril the 
■ age 9f 21. Only then caa^we effectively break the cycle of disease arid , 

Soverty and raise the overall health status of the citizens of the T'^nited 
. tates reflective of the level of which we are capable and of which we 
can be,proud. . . » ' . 

-3Ihank you. for the opportunity of appearing before you. 
Dr. Epps and Dr. Hunter, would you like to.adtt anything? 
Dr. Epps. We would answer any questions you mav have. 
Senf^tor Eibxcoff. I have no questions at this time. We might submit 
some questions to you and we would appreciate a response at your 
earlie^ convenience. . * ' 

Senator Dole? * . ^ * 

SejjatorDoLE.Iwilldothesame. * , 

I want to agree with the second point you made on nutrition. As a 
member of tl^B Nutrition-Committee, we have been having some sue- • 
ces's, finally, in the food stamp program and the. school lunch program 
of irettin^r some nutrition component. I think that is an excellerit point, 
; and T will certainly focus on it. 

We have spent $50 a year for driver training for children and 50 
cents for a child- for nutrition education. 

Senator Rtbtcoff. I would sav to my distinguished rollearnie. if we 
would transfer the nutrition program to the Department of Education 
infstead of Agriculture, we micrht jmaybe be in a position to do some- 
-thinfir ^ibout education in the\ field of nutrition, but it is going tp be a 
touo-h road to hoe over Senator Dole's opposition in the Sf>nnte. 
Tliank vou very much. We mav have some questions to submit to yoii. 
Dr.Noshpitz? . ^ . ■ .v 

Sju DT.I.evitasl * 

I ^ Dr. Levttas. Senator Talmadge asked jne to expresarliis perjl^onal 
V . fegr^tsNthat hie coukT^jiot be here this*morning.rTlie^HL»sident asked 
^Sjx. f he Sonator to be wi^^h him in Missouri todav. so he is^rcompanying 
President Carter to Missouri. Senator Tfilmad^e has informed me that 
yon are the brother of Conoressnriari Elliott I^vitas who represents 
^iCTeor£yia,'<? Fifth Copprressional District, 

Wpi welcome you here today, and are/pleased to have your testimony, 
T)octon;. . ' . V* • 
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W^T E1>r FFr JDE SB. THEODOBE LEVITAS ON BEHALF OF THE 



ASEBICAlr DENTAL ASSOCIATION 



Dr.'IiEVCTAS^ThaiikyoUj Senator. I accede to the President's priorjty - 
•/ over my Senator being here, and I respect Senator Talmadges decisionf # 
' to accompany him. ) 
Senator Iobicoff. I do not know if that is always wise. 
I)r. Levitas« Mr. Chairman and members of the^coinmittee, I am 
Br-.Theodorfe C- Ijevita9«of Atlanta, Ga., where I am ongaorod in the 
practice of pediatric dentist ry* I am here today represent in^r the 5lmer- " 
lean Dental Association, the American Academy of Pedodontics, of 
* which I am a^past president, and the American Society of Dentistry 
for Children. ' ^ v \ v 

It is a privilef^e to appear before you, and I iim acutely aware of the 
. personal, si<mificant contributions to the American go\:ernmental progr, 
Tess that both you distinguished gentlemen hare made. . - ' 

In view of the constraints upon the time of the committee, I will bo 
as brief as possible in snmmarizirtfr our problems with S. 1302 ths 
VOlrild ITeaItU Assessment Act as proposed by the administration. 
loniren move detailed statement, has boon submitted for the recordB^. . 

First, I ft-oul'd like to point out tlint it probably woftld uotrbe nee- . 
-essary for us to appear here today if the House of Representatives 
. had been willing to adopt an amendment proiwsed by Senator Ribi- 
coif in 1965 which would have mandated dental care benefits for poor 
children under the original medicaid legislation. 

At that time. Senator Ribicoff, 5*ou made an eloquent plea for the 
amendment and concluded with the ptatemont that: "The need for 
including dental care as one. of the required benefits for needy children 
IS clear.-' 

Senator RibIcoff. Doctor, what contribution does dental care make 
*to the overall heiilth of a child ? - 

Dr. Levttas. I think that it would be fairly obvious; Senator, that 
'the-omission of dental care is going to produce severe pain for chil- 
dren who-«re susceptible to dental disease. Statistically, we know that 
an excess of 95 percent of the population of America has some type 
of dental disea&e. There is nothing more ]>ainf (d-than seeing a 3-year- 
old, as I seeon a fairly. regular biisis. who is suffering from dental. pain. . 

If you expend this, perhaps, into the school-age period, a child who 
is" suffering from dental disease simply cannot""concentrate on his 
studies. Aside from that, it can lead into, other medical problems by ■ 
bccomins: a serious physical 'ailment, serious disease processes. 
' The^ difficulty, or the most importap^t thiriflr to me, is that dental 
• '^^^isease is preventable No. 1 : andr correctable. No. 2, reTatively easy, if 
-^4^;iy<isee:tltex^ - " ■ d 

''V* / Sehlrt consequences of the failiTre to pro- ^ 

-.. vme "dental care at an early age? You'say that dental <liseasf. is pre- 
ventable and you can check it. but what are the conse^uencti^ fpr the 
pennon if it is not provided at an early age ? • - . 

Dr. LEvrr.vs. Tliere can be serious problems resultinir from Infection, 
abscessed teeth, that will extend to other areas of the face and neck 
rand other parts of the body. This should be olivious. ^- 
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It means a premature loss of primiry teeth, luid even permanent Wr 
teeth. This can cause developiliginaloclusians that ultimately can have ( 

r 



a psychological effect on a chiidif he presents an imsightly appearance 
to his classmates and, as he gets older, when he ^goes out to seek 

^°§trM^ as it may seem, the mouth is one of the first things that is 
seen by a person appraising a candidate for a job^ and decisions can be 
made not on the person's ability to work, but on what his physical 
appearance may look like. So this is going down the rqad a bit. 

Saiatpr Bibiooff. Taking preventive dental care, if you fail to un- 
dertake this at an early age, whatl^ the monetary consequences, the 
cost in later life, to, try to .remedy or-to correct a bad* dental situation • 
that could have been corrected in early years? ^ 

Dk liEVTTAS. At the moment, I do nht have tHjf exact figures, ihese 
can be supplied to you, I am certain, by our association. 

Senator RiBic»FF. Would yoiudo that ? 

Dr. Levttas. Yes, sir, we certainly will. ^tj^ ^ 

[The following was subsequently supplied for the record : J 

The cost savings* attributable to a sound, preventive dental health program 
for children are difficult to establish in precise dollar amounts.. It iis not difficult 
to estabUsh Xta^ fact, however, that such savings are substantial. Bringing a 
generation of children to adulthood with good oral health is far less expensive 
than attempting to repair or restore the consequences of years of neglect. 
Statistics compHed by the Armed Services indicate that for every 100 recruit^ 
it Is necessary to perform or supply 500 fillings, 80 extractions, 25 bridges,, and 
20 dentures. . , . ^ 

Most of these conditions can be prevented' with proper diagnosis, care and 
dental health education with significant monetary, savings in /the cost of re- 
medial treatment 

Dr. liEvftAS. I would follow up on your comments by saying that, 
in any instance, preventive care is poinjr to be less expensive to the 
Government, to the country, to the individual, than corrective proce^ 
dures at A^later time, so that it makes sense to devote our energy and 

• our expehse of the moneys that are avaimble to providing preventive 
dental care as opposed to worrying about corrective procedures later 
in life. , • * . 

Senator RiBicoFF. Yon mayproceed, Doctor. • V 

Dr. Levttas. Senator Ribicoff was absolutely correct at the time of 
that statement, and the need is equally clear today; . . , 

In onr written statement, »c haVe recounted the as.sociation s siip- 
. port of that amendment and subsequent efforts by the Senate to nn- - 
prove dental care programs for poor children, 

• When tlvo EPSDT program was adopted in 1967 with the support of 
the American Dental Associationi dental cave was to be included as 

' a mandated benefit,- but the pi-ogram languished- for more than 2 years 
until ajawsuit was brought to require HEW to carry out its provi- 
sions. Wveri today, it is characterized by indifferent and faltering 
implen^ntation and the regulations, seemingly requiring dfental care, ^ 
are applied on a piecemeal, fraurmented basis, i^f at all. , ^ 

That brings us to S. 1302, and filfe situation is historically .unique for ^ 
us because it is the first time we liave been faced with a bill that 
proposes incentives to reduce the minimal dentalcalre benefits currenfclv ^ 
being offered to poor children. In the past, our testimony m behalf ^ A 
of children's dental health bill Rafe been directed toward improving the V » 



status quo. Today, it appears that we are struggling tp maintain a 
:statns c[uo that erery one admits is grossly deficient. 
* Preliihinary to ontUning our objections to certain sections y f S. 1392, 
. I would like to say that we recognize the importance of a health care 
ne^s of children and support provisions of the bill broadening the 
definition of dependent childrien as well as the eiifiph^ in the bill on 
injintnuzations and oth^ necessary W 

mTChairman,' under the existing EPSDT law and regulations, 
States are required, on paper at least, to provide : 

Such dental cafe aa is necessary for reUef of pain and infection and for 
restoration of 'teeth and maintenance of dental healtli. ' 

Section 3 of S. ,1392 in practical effect would repeal tliis provision 
by the following langii§,ge wjiich requires : 

♦The^ Inclusion of.aU care and^ftervices appropriate for individuals ttoder a^e 
21, but not necessarily Including dental care when not for the treatment of con- 
ditions discovei^ed durii^g an assessment 

; Senator RmicOFP^ One of the problems and one of the objections 
to covering prev^entive dentistry is the potential for ablise, and there 
have been some abtees. How do you monitor this to assure that there 
are not abuses — overchaiige, care that is not really necessary in cer- 
tain localities. How would your orgfttnization handle that situation? 

Dr. Levttas. Senator, you ask 'a loaded question, as I am sure you 
appreciate. There are abuses in eVery 'facet of life that involves human 
people, indinduals, and to a large degree the responsibility ipust be 
placed upon the shoulders of the person involved. That notwithstand- 
ing, however, there will \^ people who will take advantage of situa- 
tions and who will abuse them. \ * 

We would like lo think that the professional peer remew committees 
that are existent in all <;ypes of organisations, perhlps, are the best 
ways of monitoring these abuses, by calling them to the attention of 
the jiers of the professionals, the fellow professionals, and having 
the^ particular situations examined. . . ^ 

Frankly. I am not a Solomon to give you specifies as to how to con- 
trol an indindual who would choose „ to violate the law, or to take 
advantage of a situation. , . 

It has been a problem in our i)rofession, and eveiy profession, includ- 
ing these hallowed halls in which I sit 'today, and I respectfully sug- 
gest that it is something that we, as humans, will have to struggle 
with^^r^rhaps until the end of time, because it involves individuals 
ailJppoi^ to ones who would attempt to do tie right thing, ahd f rank- 
ly, I am very , pleased to tell you that the vastlnajority of practitioners 
(to subscribe to honest njf tliods of treating their patients and submit- 
ting their claims for fefes. ^ ' ' 

Senator Ribicofp. When you a,ro talking about «fent istry and yoimg 
children; the difficulty of getlinifthem clownto\vn or in the neighbor- 
hoods to the dental o&ce looms large. How about the clinics in schools 
where the children are anyway and wl^rc they can be examined ? What 
about a time allotted for dental care ^^ith ijrivale practitioaers cqpinir 
in early in the morning or at a certain designated time to do the work 
under supervision in the schoolhS^eT^ 

Dr. LE\^TAS. It has been my efpcfience that this is simply not the 
way to do mass dental treatment for the children. I practice in an 
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area removed from downtown Atlania, that is removed from the resi- 
dential areas where the majority of the medicaid patients niiirht be 
exx)ected to live.Yet I see large numbers of medicaid chiklren in nn; 
private office who come to n>e by bus or by private car.. 

I fii-mly believe that where there is a will, there is a way for patients 
to come to the offices. Just as some patients who are able to pay their 
own way in dental offices or for dental care choose not to a(r(»[)t dental, 
treatment, tiiei-e will be a ceitam number of medicaid patients also who 
will not accept it. ^ \ _ 

The prospect of treating an clinics, fii st of all, I think you have to 
tiifderstand— as I will mention a little bit later— that perhaps three-, 
quarters of the dentists in this country practice in private oflice^s. I 
go to a clinic for indigent children on^ logular basis in Atlanta to 
provide services. These are children who are not eligible for med^aid 
and childrtm who are'not eligible foi-.any other ty])e of assistance, so 
throiigh our lo(»al welfare a^rcncies there is a private clinic wliere we 
provide free serviees for the children. 

But T feel that the practice oi dentistiy should he in the hands of 
the private.practitionei*s in their offices where they ai e able to see more 
patiefit!^ l)e.canse they are following the daily, noi-mal routine j)roci»- 
(liires,.To do it in the sc^iool setting sini])ly d(M»s not seem to uie to be the 
place where dental treatment shouIdi>e olfei ed. 

Senator Kiiucokk. AVher^yon have a situation — whei-e it is Atlanta. 
New York, ll^shington— wheru you have ]ioor children \yho have 
little riiotivatiOH. or.a lack of knowledge by the parents or themselves, 
and the diffi(ndty of getting to a dental (^llice, bur they are in the sHiool- 
lioiise, are not so inany childivn going to miss ])reveutive dental care 
by liaving t(vgoio a dentist's oflice i 
' Most dentists I know ar(^ very busy men and woukmi. 

Dj'. Lkvitas. T choose to think they can get that care, I give that 
care, if I niay Ix* so bold to interject. 

Senator I? mi ( off. Do you think you are the norm ? 
, Dr. LKvri AS. I would fertainly iike^o think so. T afn sure th^M-e are 
peoj)le who would question whether T aiii the noi ih. or normal, I5iir 
that is beside the point. T would like to think that T am. 

Perliaps mj vision is clouded a bit because of niy concern in tliiis 
matter, , 

I think if you separate tbo two thinirs voir uieutioned a luoiui^nt ago, 
preventive and instruction in contrast to t!eatmeut. if you arc talking * 
about instruction, home care pi(xedures for i)reveutive care. ])vnco- 
chires for instructing children how to t^l;e care of their teeth : perhaps 
this vei-y well could he done in a school setting by aiuxiliary persoHneT" 
who are trained in dental offices or ,in dentarschools to ])rovide thi.s 
tvpe of instruction. » " • - ^ 

'■ I think ilerhaps there is a way to»do that. The administration of 
fluoride mouth rinse?? could be done in these i)laces. But T am not sold, 
in my own mind, on the idea of try in ir to create clinics. The amount of 
monev that would be spent in e.^ablishing a dental clinic in eivough 
school s-f^i'iow many schools are yon going to provide a dental clinic in ? 
Are, you going to establish a dental office in every school in {^medicaid 
neighborhood, for example? i i 

Senator RiBiroFF. If you were really going to mak(» it work^, the 
answer is "Yes* —by t lie local health departments, the Sfate^^or the 



localities. I am trj'ing to thiiik of the different dentists- 1 have ;ione to 
in niy lifetime, personally,- ajid I am tiyingto envision^ those deVitists 
taking a lot of poor kids from tlie ghettqs oi our big cities and treating 
them. . , 

To bo verv', very fi*ank with you, I could see almost all of those den- 
tists whom 1 kno^y, going to a schoolhouse and spending an hour or 
two early in the mornin^r, ^ to 9 or '8 to 10.. I could. see tlieui tloing 
that in cooperation with the local dental society. * ' 

I think you havea very big problem. 

Dr. liEvrrAS. Seiyitor, we in fhe dental profession are aware «of tha 
fact that we have a major i)rbbfem. There are some dentists— ^and 1 
am not sHying this, in a critical sense at all — there are some" dentists 
who simply .choose not to see ehihlren, and this I respect, T]iere are 
^certain physicians who^choose not to see children, for, what ever their 
reasons. It may be their training or pei*sonalties or desires. It caii be a 
lot of things. , : 

I believe if some of the redtape. if some of the hassle that is given 
to the providers in the profession were eliminated; there .wouhUbe a 
lot more private practitionei-s who wotild be willing to S(»eJilatients 
within the walls of their private .oflire* as opposed ha ving To nudve 
a trip across town, for example, which is not just one hour frohi 8 
to 9, as you put it. but it very well could involve '2 or. ^5 hours of time 
away from the office, where tliejk' niight prodnctixj? in seeing otln»r 
patients. 

Senator Ribicoff. You may ])roc(>ed . 

Dr. Levit.as, I was staying, inclusion of ?(»rtion ^ of S. lo9-2. in prac- 
tical effect, would repeal this provision by the languageV which re- 
quires the inclusion of all cai-e and services api)ropriiVte for individuals 
> under age 21, but not necessarily inoliuling dental care, when not for 
the treatment of conditions discovered (hiring aii assessment. 

Parenthetically, Senator, just call !ip a dental supply man or a detail 
mffi and ask him what it would cost'to establish a reasonable dejital 
office in a clinical facility. It becomes astrononrical : it is incredible. 
The amount of money, if we are talking about cost effectiveness in dol- 
lars, we are getting into an entirely different hall game, if you are 
•going to build clinics throughout tlie country in schools. 

The provision just u»entionetl is .wholly unrealistic unless its jVMrpose 
is to deny needed dental care to most of the medicaid eligible children 
4?i the country.' ^ 

Had the administration's authms of the bill taken the time and- 
effort to i^view the information available from their ov^uLsources— 
ami perhaps thoy dicV*they would have discovered stud^Praat show, 
for example, tliat as many as 07 perc<*nt of poor children examined , 
were foUnd'to require dental care before age 0. Fui^her. they woiild 
have found that in the early days of Head^tai-t. sipiificant nmouifts 
of money wei'e ill-spent or wasted by ix»quiring dental assessments or 
sci-eenings without followiip treatnient. , 

Other, more recent data slio\v7hat onlvli small percent of children 
who are assessed actually /ire referred for needed treatment.' 

Thisuirfortunate stafe of affairs \Vould herome the rule nndev S. 1302 : 
bct'auso there is/no req^^^<*m^nt that persons traine^ in the detection 
of dental disease partiefpKte in the assessment program. This v^'ill a.^- ^ 
su^c that only the most gross condffeions will be fonrid. This omission 
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is compounded by the failure to recognize that much dental disease 
will occur and remam untreated during the penodbetween assessments. 

This approach is cost-ineffective but more importantly, it ignores the 
iong-range health benefits to be gained by contmuing preventive dental ^ 
programs during the fornwtiveyears^ of childho^^ 
' We strongly recommend that the bill be amended to provide for di- 
rect referral for dentaLcire and otherwise correct the deficiencies^ we 

haVenoted. - * > i j 1 • * ^ 

Another serious defect tfnd perhaps of more long-range detriment 
than any other is the exclusion of dental cate from the higher Federal 
matching contribution provided in section 7. As we understand -the pro- 
posal services "other than dental and inpatient care" would hence- 
forth be matched at a rfite between a minimuni of 75 percent and a 
maximum of*84 percent fa compared to the current range of 50 to ^8. 

This, of, course, is an open invitatioii to the States to reduce even 
further th#inad^uate level of dental care now provided to poor chil- 
dren and an encouragement to them to refrain from broadening cartv- 
ace of such care in the future. Althoiigh.it would seeni difficult to take 
a step backward from the present EPSDT program under which only 
1 in 5 elij^ble children receives siervices, the administration has sue- - 
ceeded in designing one of giant-sized proportion ^ . ^ 

We strongly /^commend that section 7 of the bill be amended to 
inchide dental care in the higher contribution rate that is proposed. 

We also must disagree with the reliance^that is placed in^. 1.3!)2.iipon 
the utilization of so-called health care centers for assessment and treati. 
ment. This is ^rticularly* inappropriate and probably unworkable for 
dental care since more than th reel-quarters of all dentists practice alone 
in private office settings. Our/frganizations believe that the medicaid 
population should have the/§amfe access to care as the population in 

Emphasizing a delivem mechanism not widely used by the pliblic 
serves to set the mediraicL^igible children apart, clearly an undesir- 
able effect and we would i^Jge corrective amendment. 

Based upon considerate vears of expeficnce, we anticipate that 
TTEW will attempt to defe'nd th^f'xpl^ionarv dental care nrAvisions 
of S. 1392 on budgetary consideratioi^s. We believe their estimates cart / 
he shown to be high, bilt in any event, we think the Government should 
be willing to make a reasonable humanitavian commitment to the im- 
provement of the health rare of poor childrefi, for general h^lth and 
dental hertlth are inextricably intertwined. T^t me assure yon that 
dentai'care is too. exDensive not to be provided. ^ : 

As you can see, Mr. Chairman, we have ftome serious concerns with 
this legislation. At the same time, we strongly support the purpose of / 
improving health care for children of low-income families. We have 
prepared amendments that would remedy the deficiencies we have ^ » 
mentioned and we would be pleased to submit these and work with the 
commit^e toward further improvements. , ^, , j> ^3^ " 

We are pleased with the support given us by the Children's Defense v 
Fund and the Connectirut Legal ^Services, and we are appreciative of: > 
the amendmchts already introduced by Senator Chilrls whirh'are . - 
• directed toward the sajne obiecldve. We su1>srribe to the theory that the 
lack of dental treatment is too expensive not to provide it for those less . J 
fortunate tJifui we. ^ '^^ 



The Amei^can Soaiety of Dentistry for Children has, as its model, 
the words of the philosopher G#ethe : "Liti^le can be done for grown-up 
peordfeThe intelligent man begins with the child," y . ' 



_^^l^iainnan, members of your committee, so, too,^hould we begin 

' wit£[^e child. . A • » 

Tlumk you for your time^^^consideration. 
Senator RiBiTOFF. Thank aHfcry much- _ 
[The ^Ejpared statement o|||P- Levitas follows. J 

; , Statebocnt of the Amebican De:?tal Association 

Mr/chairman, I am Dr. Theodore C. Levitas of Atlanta, Qeorgia where I am 
«ijaige?ln the practice of dentistry sp^allzing In Pedodontics. I am also repr^ 
senSng the American Academy of Pedpdontics, of which I am past president, and 
the American Socitty of Dentistry for Children. j ' ' - 

I am pleased to have this opportunity to present the views of these organizations 
. on S, 1302, the ChUd Health Assessment Act . , » , , « 

As I believe this committee is weU aware, the American Dental Association has 
traditionally placed its highest priority on the dental care of children The 
development during childhood of eflfective regimens of diet,- professional treat- / 
ment and home care is the foundation for a Ufetime of sound oral health. ; 

Dental care for the children of indigent fainilies and families that are mini- 
many self -sustaining Is frequently neglected. This occurs for several reasons, but 
certainly severely Hmited finances is a signiflciant factor. Because of this situation 
the Association has long adtrocated theiinclusion of dental services inHiealth care 
programs aimed -^t these children and, also has promoted the introduction of 
serrate legislation to the saftJe^ffect ; \ , ' . , 

With the indulgence of the committee, I would. like briefly to review some of 
these efforts • • . 

In 19« Wben the associatioti testified on medicaid, we urged that if resour^ 
woultf not permit coverage of aU needy pe^ons, kt le^st dental care for children 
Rhould be mandated. Such an amendment was introduced by Senator BiWcofl^ 
and was approved by fltffl Conmiittee and passed by the Senatc^Unfortunately, it , 

was dropped in the House-Senate conference on the bill, ' i> ,4.4.^ 

r In 1967 at the urging of the Association, the then administration -submitted td 
Congress a bill authbriateg among other things pilot dental projects under Title/V 
of the SocUl Security Act The bill Vqs passed but^o funds were allocated for 
mich pSts during fiscal years 1968. 1969 6r 1970. In 1971, $500,000 were aUo- 
cated to seven dental projects serving al>out 10.000 children. The next year a^ut. 
$860.Q0rwere allocated and l>y ^he terms of the law the program was merged intd 

^'^^sSiciat'i^rvfg^^ supported the 1967 amendments to the Social Secur- 
ity Act whfei estAtolished KPSlTD and included dental care among the mandated 
li&eflts. Ae prfcam languished for more than 2 years until a lawsuit was 
brought to^requi^HEW to carry out its provisions. Even then aj^^ up to tl^e 
preset, progress has been pai^uUy slow, which of course is one of the reasons 

^'^^^^tS\i^% a comprehensive hearing in the Senate, a Children's dental 
Health Act introddced by Senator Warren G. Magnuson and strongly supported 
bv the Association was passed by tl>e Senate by a vote of 88 to Lit provided grants . 
<ir children's dental health care, projects, fluoridation grants on a one-time^ 
voluntary basis, dental health education and other programs^to dwelop eflfective . 
preventive dental programs for children. The bill was not considered in tje House. 

In 1975 Senator Magnuson introduced a revised version of the ChUdrens 
Dental Health Aot, again with the AssociatioiCs support, which was depifned - 
S^flcall^ to augmrat the floundering EPSDT. program by authorizing dental/ 
i^^S^tf^ for dental care aniservices tdr children of pre-sch6ol and school 
age who quaUfy for Medicaid. The bill passed the Senate as an amendment to the 
National Consumer Health Information and Health Protection Act of 1976 but 
waauot Incltided in the flrial bill reported to the floor of the House. 
^ brings us down to the present. Mr. Chairman and the situation is h s- 
torlcally uEque for us because it is the flrst time we have been fac^ with a bill 
> that proS incentives to reduce the minimal dental care benefits currently 
being offered to poor children. In the past, our testimony in support of childi-en s ; 



84-464— tS 



C6' 



' dental healtb hm» has bec«i directed toward improving the -status quo. Today, it 
appears that we^are^stmsgUng Just to mnlntafti a status quo that every one^ admits • 

,^^tore »^^lnte 'the spedflcs of^our -objectioiis ta certaii provisions of ^S?. 
1392, I wish to make dear that w recognize the importance of all health care • 
needs of children, none of which should be neglected. therefore support the 
broadening of the definition of ^'dependent chUd" and the assurance of contiumn- 
care for children whose famlH^' Income ificreases beyond the lefel of eli^biluy 
as provided in the bilL The increased empha^ on immunization also is desirable 
and necessary. • ■ ' m ■ ' ' ■' . 

> The new penalty provisions in Section 7Cb) (1) appear to be an impr^vemiMit. 
but we bdieve Congress sho^d continue to seek methods of assuring compliance 
without redudhg a state's health care funds. The monetary incentive for goo*I 
performance also is an important innovation. While section 6 si^paks vaguely to 
encouraging 4)rovider participaUmi in Medicaid under regulations of the Secre- 
tary, the crux of this matTter lies in the unrealistic reimbursement schedules tliat 
are' in effect in many areas, an Issue that should be addressed directly. 

To turn now to our specific concerns with 1^592, Mr. Chairman, it is our 
opinion, with all respect to those in the^dministration vvho drafted the bill, that 
its preamble would more accurately"^escribe its provisions related to dental care 
' if It said **To weaken and emasculate the early nnd i>eriodic 9cceening, diagnru^is 
and treatment program". ^ ' ^ , ^ ^ • ^ 

Altjiongh the EPSnr program in many respects hns been seriously deficient 
because of faltering and indifferent implementation and underfunding. its weak- 
nesses do not H.e in its underlying intejit or in tlJe spoi>^ of its benefits. CHAP, ou 
the other hand, represents a step backward, if that is possible, in its exclusion of 
benefits, its dijflncentives to the provision of comprehensive care and its reliaupe 
upon delivery settings that do not exist in many areas or do not lend themselves ) 
effectively or economically tP meeting the total health needs of the children to l»o 
served 

Mr Chair'mair. under the existing EPSDT law nnd regulations States are re- 
quired on paper at lea*t. to provide ''at Ifast such dentAl care as is necessary for 
^ »lief of pain and infection aAd for restiH-jitions of teeth and maintenance of 
dental health^.." fCFR 239.10(b) (31 (IrV)). ' . 

Section 3 of the CHAP legislation in practical ofTect would repeal this provision 
hv the foliiiwing language which requires • the inclusion of all care/aiid 

•.Ik^^rvices appropriate for individuals under nge twenty-one (hut jnot necessarily 
'including • ♦ • dental care when not for the treatment of condltlho^ discovered ^ 
during an assessment).'' > , ^ j i . 

Tlifs provision is wholly unrealistic unless its purpose is to deny needed dental 
cive to mosV Of the medicnid-eliglble children in the country. Had the adniinis- 
/ ' tration's authors ot tlie bill tal^en ^he time and effort, and perhaps they did. to 
review the information available from their own nnd other independent l^ources. 
they would have discovered from a report on the health stntns of diildren of ^ 
■( low-income families in the maternal nnd child henltli program thnt In 10^0 dental 
patient visit.*? fcrr all children froih families with incomes of $7.00()-$10.000 was - 
four times thnt of children from fnmilies with incomes of $3,000-J?5.000 ; that oiily 
40 percent of children under agp 1.X f rom low-lncome.families^ had ever been to 
* a dentist; that 97 percent of such children were found to require some dentnl /' 
care before age 6. From a reportVof the Ameri<inn Academy of X'ediatrics on th? 
Delivery of Health Care to Child^f if they would have read that "Dental disense 
Is nearlv nnivetsal In children apQ 50 percent of preschool* children bave one or 
more decayed teeth. Poverty intensifies neglect s\ tKat children from low Ificprne 
families have flVe tiihJs as many untreated decayed teeth as the anreroge child". 
From another report they coald have found thni:\f|en b|a(frk teenagers* health 
status was examined hi Harlem m 1072, dental disease w*as fOiind to he over- 
whelmingly the most common problem. ^ 
Further they would have fouwd from their own records that in the early days 
ofJ Ae Steadsfart program signMrciwt amounts of money were ill-spent, oi; wasted . 
byrequirlng dental scueenings wh/ch many t^mes produced a welMntende<l chnrt 



.that collected dnst instead of resulting in needed follow-up dental treat Aeiit. 
They also conld have found from- piore recent experience under EPSDT that in 
states requiring screening butf ^dentists as a prerequisite to dental treatment 
only a stnall percentage arejarobally referred for carejyid those fften incliide 
only children with the most risible or gross conditions, usually Involving .severe 
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jjftin. According to data gathered by the Congressional Budget Office only 25 i»er» 
cent or 500,000 of the 2,000,00Q (children ) pi^pjected to be screened may actually 
be referred for dental care because some states are reluctant to ^fipd" deutar 
problems they would be required to treat This -dhf ortunate state of affairs will 
become the rule under S. 1392 because there is no re<iuiremeut that persoujitraiuei} 
In the detection ordental disease parficlpate In tbe child assessment program, 
an omission that is compounded hy the failure to recognize that! mueii deutjVl 
disease will occur and riemaiir untreated during tl^ intervals between assessuieutjs. 
This litany of the easily discoterablte andobviotte could be continued to luclude 
notice to the Depa^tmenf of HeaftlL, Education and Welfate that children with 
seriously diseased mouths do not perform well in school or in work, that'oml di^^- 
fign^ments are {landicappin^ to youths seeking employment, that thousands of 
• man-honfs of work per year are iost because ef oral disease, and, perhaps most 
importantly that dental disease is among th|^most preventable x)f. all maladies. 

It is for these and other reasons that thedepal profession has repeatedly ur^ed 
state agencies to conserve resource and get to the business at hand by foregoing 
dental screening la favor of automatic reftrral to a dentist for. diagnosis and 
treatment This Is t^ most.cost effective way of meeting the denta} health need^j 
of eligible children and ^e srongly urge that the bill l>e amended to this effect. 

In this same connection we strongly^ Abject; to the requirement in S. 1392 for 
utilization of comp^henslve health care providers for assessment and treatment. 
This requirement is particolaiiy inappropriate, and almost certainly unworkable.^ 
for dental care since more than three quaners of all dentins practice alpn^ in a 
"private office setting. Provisions which result in restrictions on the types of pro- 
viders which can imrticipate ina the CHAP program run totally counter "to the 
basic intent of this leglaEation. One of the key elements which will determine 
the success of the CHAP program, is the ability to attract providers who are 
A willing to participate in the program. A' reliance on aT single type of entity^ par- 
ticularl y one which is not generally available and certainly is almost unavailable 
pi dentistry; will inevitably limit the niim^ber of providers who participate. 

The American Dental A^ociation believe^ that the medicaid eligible population 
should have the same^access to care as the population in general Emphasis upon 
a delivery mechanism which is not widely us^d by the public serves to set medic- 
aid eligible children apart, clearly an "undesiraitle effect The Association believes 
it ifi imperative that all providers be eligible to participate, in the program and to 
. provide care to leiigible children. , 

• One of the mpst serious defects in S. 1392 and perhaps q£more long-range detri- 
ment than any pt^er to the provision of needed jlental care*Tbr poor chHdren .is 
the, exclusion of dental care frdm the higher federal matching contribution \)tb-^ 
vided in Section 7 of the bill. Under tosting \&^. the federal contribution for 
dental and other health s^rHces ranges from 50 to 78 percent and averages 55 
percent As we nnderstand. the propo^ formula under 8^892, services ••othe^, 
thaji dental and inpatient care" would henceforth be matcnW at a rate between' 
a minimum of 75 percent and a maximum of 84 percent , 

This, of course, is an open' invitation to the states te reduce even further 
the Inadequate level of dental care liow. provided to popr xrhildren and nn en- 
couragement to them to refrain from broadening coverage of such 'c^re in the 
future.. Although it would stjem ditBoult to take a step backward from the pcesent 
KPSDT program undefc which only one in. live eligible children receives any . 
service, the Administration has succeeded in designing one of giant-size pro- 
portions, insofar as acc^s to dental ear^ Is concernedT 

Mr. Chairman, our a8.so^iation Iiaff 6o|ne spe< iflc recommendations foV* amend- 
ments which should be made to 131)2. hiltinlly we believe that the medicaid 
program must he amended to clearly mnndnte dental care- for eligible children: 
This is an-timendment which was introduced by Senator Ribicoff rfnd agreed 
to by the Senate in 1905 whert tlie medicaid program* initially was enacted. 
Ademption of that amendment yery likely would haice eliminated tife *neoesj*itv 
for onr discussion todny of the innde<jiincies ot the niedlcnid program' in prmMci- 
ing dental care for children. I am taking the liberty of appending Sennthr 
RiblcofTs statement ift^behalf of that jvmendment whicjy is as appropriate' today ' 
as it-, was 'then. Establishment in the Inw of n renuireinent that all stated 
medicaid plans provide d^ntnl care^ for children ^vill be a*^ si^iftcant stop T 
toward finally assuring that these children receive necessary dentdl care. 

We also believe stron^y that it is time to formally elftninate requirements 
that there be a dentalsrtreening as part of the assessment process. As we have* 
ptnfed. the needs of low-income children for dental care^ are Wo widesi>read . 
there must be direct referral' to a dentist fo rnecessary diagnosis and treatment • 



Inclusion of a dtrect referral requirement as part of the CHAP program, will 
help assure this. , , 

Third Mr, Chairman we believe^ that there would be a tremendous increase 
in the incentives to the States t6 see that dental care is provided^ to eU^ble 

'.children If the Federal level of matching to the States for this care for children 
who are in the CHAP .i)rogram Is at the higher level proposed for other forms 
of health care. Unless the states are shown that the Fe<leral government is 
finally committed to assuring the availability of dentM care through -its offering 
of the higher matching level of assistance for this cAre, there will be. a con- 
tinuing threat that the States will not develop this priority on their own 

: Our f<>nrth*recohimeiidation for amendment to S. 1302 is to eliminate the 

. rest>i(jttona On the types' of practice in which providers of care must engage 
in ord^m participate In the program. AU practitioners, oio .matter what their 
form of practice, shovUd be Able, to participate in the program. As we^have 
said this is the way to heap assure the maici'mum level of practitio^iers participa- 
tion, a level which must be increased in. order to have a successful effort. 
: Senator Chiles has Introduced an amepdmerit to S. 1302 to *help correct, the 
dental deQcieneiee in this bill. We are mo$t gratefi^ for his concern. ^^ e- would 
be more thdn pleased to work withv the Committee and staff in developing 
«the appropriate additional language tb accomplish, onr suggesi:ed amendments. 

.Flnaiay, -Mr, Qhairman, baSed upon . a considerable numbt^r of years of ex- 
perience, we anticipate that tlie Department Of Health, Education and >^ el- 
fare attempt to defend the exclusionary dental care provisions of S^. 131^2 
on the bfWBis of budgetary consideratiqins. In -this regard, the Department s 
estimates of' costs ais reported to 'us appear -to, be based upon qjiestionable as- 
sumptions arid are eignifleantly inflated. We wxjuia H ghicl to analyze the De- 
partments latest projectlona and provide our cost estimates for Oie record. 
In any event, the government should be willing t9 maKe < reasonable, huiiian- 
itJirian commitment to the improvement of the* dentaijiealth of poor t-hUdren. 

Mr Chairman, as you can see We have some serious concerns with this legis« 
latloii At the aiime time,, we support the basic philosophy of-.tli^J)lll whir i . 
Is" to improve.' health care for low-income children. We hope tlrnt a finah biW 
can be developed wbich wilU improve the availability of dental care ft)r bfw - 
income children wtthout overburdening the administrative: aspeats of the 
program on increasing tl)e" Regulatory burdens associated with it. would 

' liketoassistitvt^isdevdlbirtntent. T 

. ThanU you for your time and your consideration. ' . . ' 

. [Congre88l9lial Record. Washington, D C. Tuesday, hC&y IS. lOGol 

: » , Amendments Nos. 189 And 190 , 

Mr. RmicoFF. Mr: President, I, submit, for appropriate reference, two amend- 
T mehts to HjR. .6675, the Social Security Amendments of 106i) now bef»)re the 

'^SS^Snmendment extend e'qual ti;ieat«ient under the bill to jlie. dentists 
of the Nation, As written, the bill would den^- the right of a patieiit to .sel^;t 

* an oraVsurg^p to perform oral surgical procedures that Would De covered if 

performed by a. lAysiciailV an ^^P^^^' . , ,j • ^ » 

ifoiw, many dentists .who bave completed Internships and residencies m oral 
surgery regulariy remove oral tumors, take bioifeies, reduce jaw fractures, and 
perform other services not involving what might be described as routine dent|il 
work. ThroughouC'the country, there are hundreds of dentists admitted to 
hospital practice. I^Tearly 40 percent of the Nation's hospitals have ^ormalbsed 
dental services and virtually all hospitals permit dentists bo admit Patieiits 
for oral surgical services. AW contracts under the Federal Employees HeaUh 
Benefits. Act recognize the rights of dentists in this regard as do other pnvate 

• ^^Itfis^^ly^shn'p^ equity to allow patients to have their oral surgery perforined 
by nuallfied oral surgeons, and that is what this amendment would accomplish. 
. Tbe second amendmemt relates to dental care for needy children under 
pnrt2 of tifle I. grants to States ?or medical assistance. . 

Jtn its present form, the bill requires State plans to include Ave^kindg of services 
for persons eligible for medical assistance in order fo a«ali^Wor Jedena 
partiSpaUon.-pental care is not one of these five services. I bftieTeT strongly 
ttiit in the cas6 of needy children it should be. , ^ ^ « 

Not too long ago the Director of the poverty program described the care 
received by a youngster from 6ne of the great cftles of this Nation who joined 
the Job Corps. During the flpart days he was there, thei^py simply refused to 



eat The officiaJs of the center were, naturally, coucerhed ana their best to 
flnd opt S caus^the boy to act in this way They t>elieved I ^^l>r^^^^^;^^ 
mo^^t of us would ^ve, thdt the, boy wija apDrehenslve or^ely or confuted, 
•bv the cha-^^^^^ had taken place ln\ifl life. The explanation was skni) er 
than that^s!mpler but in many ways more tragic. The bo^ w^^^^^^^ t ea^ becu «e. 
It ht^t him to eat. His mouth was so diseased, his teeth so riddled itn caMiiea 

'"'fe'ad'^o^ -^^^^^^ 

this tVs Sbf^^ls slar^ by many others. Just a few statistic dociu 

thl<^ For example, 60 percent of the children ^between the; ages of 5 and 14 who 

are mVml^rroM^ income is b^ow ^^'OOfil^^/" ' f 

A dentist. Even if you go utf the irit9ine scale as hlfc^Ii as $4,000 a year, thete 

are still 40 percent of the children who have never received dental car^. 

And irrespective of income, 24 percent o5 urban children between* the ag^s 
of 5 ^nd 14^e never seen a dentist ; nor have 29. percent of the same ago group 
In rural noWnn ipamllles or 42 percent .of those In'niral farm areas. . ' 

Think of 'the huge sums spent on dentifrice adv^rtl.sing. let hundreds or ^ 
thousands of our children are withdut dental care. A society that can afford 
toothpaste ads can afford a dental care program for needy cljildren. 

The need for Including dental care as one of the required behefits.fov needy 
children is clear. In his health' message of January T, President JohHSOn^isked 
Confft-ess to adapt the Kerr-MlUs iJrogram * to permit specific Federal participn- . 
tion%n' paying costs 'IcSMAedical and^ental care for chiWren in:medically needy 
families." I believrwe should honor the President's r^ommendatiou .and the 
amendment I fira submitting would do so. ' , . , ^uf « 

I ask lioanitapus consent that the ameftdments be pointed at this .point in ^ 

^^TheTbTiNG President pro tempoi-e. The amendments"\\ill be. received, printed, 
. and appropriately referred; and, without objection, the tinendments w-ill be. 
printe<l in the Recobd. ■ " 

The amendments were referred to the Conimittei^ on ij^nance, as fmlo^^s : 

y. ' , amendment no. 189 * . . 

On page 127. line 17, afterJ'State plan" insert *' (except 16 tl/e- extent required 
by riaufee (A). (U) of paragraph (13))". . .. 

On pace 120, line 7. strike out "clauses (1) through (5)" antThisert in lieu 
^ th^r^WPUf ) clauses (1) through (5), and (il) the ca.se ^f dependent children, 
cJau/e ^10)". 



,AMENDMENTNO. 190 



On page 64, line 18, strike ont "Association" and insert in lieu thereof As- 
joociaUon, or, in the case of an :{ntem or resident-in-training in the field ^of 
dentistry, approved by the Ck)uncil on Dental Education of the Anierictin Dental 

^Ti^Jbage 82/ line 2, imtaediately after tlie'perlod insert , **Stich term.- when 
applieSTto professional services i)erformefl by a oentist. shall be limitejl to 
deiital services and" oral surgery of the following types: (A) pronii)t repair of 
accidental injury to natural teetlif (B) reduction of fracnires^of^he jaw or ^ 
facial bones. (C) removal of stones, from salivary ducts. (D) e^ecisfon T)f .oral ^ 
cv«;ts or tumors, torus platinus. and leukofjlakia. and (E) other cutting surgery ^ 
on tissues of the mouth. othei?^than gumii. when not performed in connection with ; 
the exti^action of teeth." r ». : 

On page 82. line 6. after "surgery" insert ordentistry.-. ^ » ^ 
* On page 83. linen, after "(«)" insert "(A)". : . 

On page 83. line 7. strike out *'and', » 

On page 83. l)etween lines 7 and 8, ^sert the following V • 
* "(B) dental prosthetic Jevlce^, Vt only under circHrastances when such 
dfviops are requlrefl for fh?^prompl rt'piiir of ncrid'.Mitnl injury : and"^ . 

On page 88. line 21. strike mit "r>r". ' ■ ' ^ ' . . i ^ 

On paibfe 88. line 24. strike ont tlje periwl and in.sert in Ueu thereof a semicoloii 
followed by the wQ^d "or". . ^. . „ . * > 

- Onpage88,betw'eenUnes24and2o, insert the following. , A ( i^. i • ^ • 

"(12)- where-such expenses are for dental .services ^her thairHho^^aescrihea ^ 
in the^econdseritence,of.sectlon.l861.(q)." * ^ ft * 

Senator BmcoFF* Dr. Nosh pitz? ^ ' ' , 




STATEMENT OF JOSEPH D. KOSHPITZ, M.D., PROFESSdE Ot PSYCHI- 
. ■ ATEY, GEOBOE WASHIHQTOH TTinVEESIT^^ MEDICAL .CENTER 
ON BEHAIE OF AMEEICAN ACADEMY OF GHnD-PSYCHIATRY, 
AMEEiCAir PSYOHIATBld AiSSOCIATiON^ H5a^^ ASSOCIA-, 
TIOT OF PRiyATE PSYCHIATRIC HOSPITALS, AMERICAN ASSO-^ 
CiAtlON OP PSYCSnATRIC SERVICES FOB CHILDREN, MENTAL 
HEAI5PH ASSOCIATION ^ND ASS0CL4TION FOR THE ADVAyC^- 
KENT OP PSYCHOLOGY < • ' 

Dr. NoBHPiTC. Mr/ Chairjn«Ln and monib^i^ of Vthe subcommittee, 
• my name is Joseph' i>. Ifcsbpitz. I am past president of the .American 
A^lemy of Child Psychiatry. I am her« to present the j<^nt testimony 
of the acadiemy, the. Americar^ Psychiatric Association, the National 
As,sociation of Private Psychiatric Hospitals, the American ^Associa- 
tion otTsy.chidt3^iServices for Children, the Mental' Health Associa- 
tion, and the .^SsScTation for the .Advancement of Psychology on S: 
1392, the Child !Hpalth Assessment Act. . - «^ 

I am accompanied here by Miss Ludie Wliite, .preHident of the North 
Carolina Mental Health Association, and.ti member of- its National 
Committee on Childhood and Adolescent Mental I-l^lth., 

We wish to address £he clause in section .3 of this >ill which limits 
provision of treatmient for those children who have been screened and 
diagnosed as being mentally ill, mentally retarded, or developmentally 
disabled. Specifically, we refer to lines tO through42 on T^age 3 -of S. 
1392 ks introduced ^hich read: "(but \iot Itecesgarily including (1) 
those for the treatment of mental illness, rnental i-etardation, or devel- 
opmental disabilities . The result of this parenthetical clause is 
the exclusion of such treatment altogether. The failure to mandate 
such services foV these children is disturbing to the membership of eacli 
oifhe organizations I r^present.^' , , >^ 

VWe know how difficult it is to treat children afflicted by mfntaf^ill- 
nefes, mental retardation, or jjevelopnient disabilities. Much time, miich 
mphey,'''much skill and human effort are-ent ailed. The paradoxical "outr . 
come has been that traditionally, these chilcjren '=were excluded from 
^service 'programs. In the past, such discrimiimtion. regrettable as it^ 
'may be, nas taken place through an act of omission. H^^i-ever. ^jji^s bill 
I'ifi unconscionable. The Icfrislation exnlicitj;^ authorizes the denial of 
[treatment to this entire group of children in need. ^ v 

' i^uch a deliberate omission stands in diract contradiction to the 
recAmmendafions of the Report of the President's. Commission on 
Mental Health. Stating. that "helping chiWi^en mu$t be the Nation's 
first priority in preventing mentarldisability," the Comrrfission recom- 
mends that: y: ' * . 

A periodic, comprehensive, developmental assessment be rivalmhie t^o all ohil- 
•drea with- cohsent or parents and witl^iaximal. parental Involvement in all 
;;tQi?'es of tbe process. ' 

In its explanation of this rerbmmendation. they Commission ex- 
plicitly mentions the child health assessment program. Noting thaf, 
at proBent: | ' 

The, Early and Periodic Screeninsr; Diajrno.sis and Trea^ent Vr.Qpam of 
Ti^le^XIX of the SocldySecurity Act does not include the avallQhllity of treat- 
men}: and service ptrovlsions tgr cover mental Illness, mental retUrdatlon, and 
developmental disability when these conditions are diaenosed — ^ 




The Conjirfission states ^that: ' . . . . * 

The proposed child hWfth assessment program should inandnte that tllese 

( "services be available. ^ * 

As it stands now, S. 1392 exc hides mandatory treatment for children 
^ -diagnosed as mentally ill, mentally retarded, or developmentally dis- 
.abled. The implications of this provision need to be clearly faced. 
Optional'trefttment is tantamoiirit to exclusion. Thexe is a hist<5ty to , 
this, and thc^^um of its teaching Is that optional coverage for^meritalr 
illness m6arisjio coverage. ' ^ * 

* This stands in radical contrast to the bill*s declaration 6f purpose :> . 

.To continue and expand the avaiUbillty of health care to fchlldren ^whose . 
families do not have adequate resources to cover the, cost of such care and to 
strengthen efforts to assure adequate child health assessments, diagnosis, treat- 
ment, and periodic reassefssment of all eligible children. 

That statement of purpose says dne thing: the language in which 
! legislation is couched says somethinir quite* different. In essence, 
the bill states that if "you are a poor child whose health has been as- 
seissed, land you are found to be mentally ill, mentially' retarded, or 
•developmentally disabled, then care and services need not be provided. 

In effect, S. 1392 d<;.clarps that a 3-year-old cliagnosed as having * 
diabetes or kidnej disease will be treated while that same child found 
* to have psychosis, neurosis, or depjppssion will be labeled, but^ riot 
trealed. 

We^'have received conflicting messages from the administration in 
fth\s area. The President's Cpmmi^ssion on. Mental Health has been a 
^veiy visible force in advocating'b*eatment of mentally ill children. 
At the same time, the SeciTtary of ^he Department of fftealth,^Educa- -r^-' 
tion, and Welfare is on record as supporting option<tT coverjjge for 
-children wifh mental illnoss, mental retardation, or developmental dis- 
abilities. We look to the Senate to assert its leadpl*ship role in bringing 
the neededse^ices to these special children. _ i . ' 

Diagnqsis an^ treatment of mental and cmiotional illnesses among 
^children are the first line of prevention. Experience indicates that the 
failure to dp so has already had severe consequences and will continue 
t6 have a prp found effect in fnture years. However, if a child's rhental 
and Motional illness, mental retardation or developmental disability 
is attended to as nearly as possible to tflfiNtime of its inception, the 
result will be mpvo norinnl development throUflfhout childhood and a 
far bettor charxce for later entry into. society as a productive adult. 

Xefirlect at tjiis early age is not only wicked, but from the standpoint 
•of a healthy and productive ^iety. it is also stnpid. The^early treat- 
ment of emo^onal and intellectual disorders benefits not only the 
individual and the family, but also society asoJi whole. More than^that, 
the cost of treatrrient.at an early a<re. is far less than the cost of lifelong • 
disability, social .services, tinemployment or delinquency. ■ ^ 

The fact is, that America is presently nndei-serving its mentally ill 
children. There are approximately 88 million children and youth in 
the T'^nited States, who constitute about 40 percent of the population. 
If one itsqs.tjie .comjnonlv ^kuowledged fi/rui*e of 10 percent of the * 
ponulation reniiiring services for montal or emotional iftnl^ss, we would 
. estimate that close to 9 millipn chihtren.have demonstrable psyjchiatric 
problems. Only ab.oiit 10 percent of this population, or ab^uL 900,000 
children, receive any treatment at all. ^ 
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' Thus, this proSin offers Gj^ngress the potential to provide a sys- 
tem of active tre«6nt for Spdr^ in need who are presently /^eing 
. seriously i^gltcteoB * , 

Tte propOnent9^f optional coverage advance the arguniient tJiat 
^^^Mreii diagnosed as mentally ill, .mentally retarded or develop- ^ 
. hieiSal^disftble are adequately served through other means, such as 
the commuh%- mfijital health centers program. Originally, most of» 
tha CMHC systefl[r'*8mit^d children's.;seryices entirely : they / 

were plhased in only after a c6*igres9ionaimnnda^ / • ' , . 

Regrettably, the patterti of sffiBJwgerviceMehvery lia very 
sp6radic and disorganized. . . 

Senator Eibicoff." It is obvious that the atimini|trat]on does not 
want to go as far as yon think that they ought to \ 

I would like to gb far^ I am not so sure that a majorrty^ of CJOngr^s^ 
is 'willing to face up to mandating complete coverage Qf mental heal tit - 
problems dnd developmental disabil iti^.s» ^ , 

Tf that is the case, would you have a suggestion as to a midway point, 
a big step for ward, if we cannot get it al 1 ? 

1 would lijie to get it all, but I happen to think that I am in- the 
minority. * i > 

Do you have a step tliat you.\vould reronunend .tliat we take I 

Dr. NosnpiTZ. Well, there is a curimis emphasis on hospitalization 
as coverable versus outpatient treiitni^it as loss worthy, or less neces- 
sary or less immediate. , ' ' . 

Senator Ribicoff. Personally T am for more and more outpatient 
and home-patient'^re in every phase of the health cycle, but again^ 
you a^e talking to one who is very sympathetic to your point of view. 

By now, we have to face the realities, both from. the executive and 
the legislative branches. Do you have any suggestion of where we- 
could go meaningfully if we cannot go all the way ? 

Dr. XosHPiTz. I^t me address two points. In the legislation as it 
stands, a provision is made for coverage of hospitalization of children 
in general hospitals that li^e psychiatric units. This is a curious 
paradox. ' ^ - ■ 

If one looks at the actual figures, it costs more fo treat the children 
* in general hospitals than it does in the private, psychiatric hospitals. 
You can check this out \<-ith Children's Hospital right here i'n the^ 
District of Columbia. 

Second, the general hospitals psychiatric division dofis not have to^ 
meet the standards for psychiatric facilities set by the Joint Commis- 
sion on Accreditation of Hospitals, JCAH. 'That standard does not 
have to be met by the psychiah^ic division of a general hospital. It 
does have to beymet by all psychiatric hospitals. . " 

■ So that is one illustration of wheVe careful attention to some of thr^ 
kinds of details of service de^liyery can make a difference in the cost 
of these things, as well as in the efficiency. ^ ' \ 

The second point that I* would like tonawcbrline is that. there ar(^ 
^matny, many ways of building outpatient services. One can do it via 
-HMO's, one can do it in a variety of ways. 

I fkriowL the outpatient services at Children's Hospital where I am 
a full-time staff person now, right here in the District ; the outpatient 
service expenses for an hour of psychiatrii; time, my time, are greater 
than I woiild charge ^s a private practitioner sitting in my office. 
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If I were in just plam private practice, no connection with the hbs- 
, pital, my charge per hour is less than what is billed for a medicaid 

patient there. ^ ' . t_ ' 

' ' Senator Ribicoff. In.other words^ what you are saying your charge 
. for a private patient in your office is less than a hospital charges the 
medicaid patient for the same service ? 

. Dr. NosHPrrz, That is correct. Less by overt^$12 an hour. 
>• .*SenatorRmi(X)FF.Thatisavery interesting^fiipm^ 
>y. 1 would suggest that you or your coUeaguei at your mutual con- 
venience might have a conference with Mr. Constantine of our staff 
about whether or not we can find a iiliddle ground to achieve some 
of these objectives. . i i 

Dr. NosHPiTZ. We would be delighted to do so. We will work on 
making the arrangements. n i i 

Senator Ribicoff. This is one of the great problems m all health 
care, the mounting c^ts. fhe costs are really what keep us from get- 
ting more and more into the whole health care field. And I think we 
should be examining, more and more how to lower overall health 
costs. This is the basic argument now between President Carter and 
Senator Kennedy over the impossibility— in an inflationary period—^ 
of covering all the health costs when you have skyrocketmg health 
needs. . ■■ ^ ' . '* ' 

I see that the Secretary just walked in, and Mr. Secretary, Dr. 
Xoshpitz was just saying that the amount^of money he. charges for a 
"^^?#ient ifi his office is $12 less than -a general hospital will charge to 
hiodicaid for the same service. ^ 
You liave this basic problem where yon avoid certain t^^ment and 
^r-0[)ay more money uiider the regulations. I think this is an ongoing 
Vj5>robl©m to whi'cii we have to addn)6 

A I ainderstandfl the President's ^nt of view, and what he is trying 
to achieve, and the Secretary's [K)int of view, but I think we do have 
tlie problem of examininfr all the delivery of health services and de- 
termining why a hospital charges more for a medicaid patient than 
yon — and look at your credentials; you are a professor of psychiatry 
at George Washington TTiTivei*sity. You appear here on behalf of the 
American Academy of Child Psychiatry, the American Psychiatric 
Association, the National Associatioji of Private Psychiatric Hos- 
pitals, the American Association of Psychiatric Services for Chil- 
dren, the Mental Health Association, a;td^^f he Association fer^the 
Advancement of Psychology. So I am as^nTningtT|at yo^ have reached 
a status among your peers as a leader;- ahd- here ^ pn\-ate patient 
conies to you an<J^vour charge is less to' them than the charge under 

f moclicare and' medicaid in a general liosiS^tof. That isliard to take. 
Tlic staff has asked me to ask yon. is re generally true that tlie 
-professional service that the average psychiatrist charges is less than 
- tlie charire — the professional charge— in a hospital for the same type 
of nsvchiatric service? ■ ■ ' ' ' ^ • . j. 

Dr. NoKHPrrz. T would like to look into the generality of that. I 
r* know it is true in a number of instances. AVliether it is generally true 

in the sense of snrvevine: everv general hospital in the country 

- Senator Ktbtcoff. Let's take the one yoi]4cnow. 

I would say that would probably be the norm, generally, around the^ 
•country. li^s similar, but here you are in Washington. Yon are a l)ro- 



fessor of psychiatry, biit'yoii are also allowed to see ^)rivate patients ? 

Dr. NosHPiTZ, The patients pay the* hospital, but I am allowed to 
seepriv ate patients.'. • \ . ^ ' " ^ 

Seiiato^ Bibicoff. That is an interesting jioint. , f 

I would fl^^pe that members of your aaaociation might sit down with- 
Mr. Constantmcand I would suggest that probably, while the Secretary 
is here, that he assign a member of his staff to sit in on that conference. 

I know what the Secretary is trying to achieve; he is trying to get , 
the best service that, we can give in the health field at the lowest cost. 
He reco^izea^tirtrmfficulty that we are all under, but this is a very 
chanenj]^ng thmg^iiat you have, just said, aijid I think that we ought to 
pursueit, . , \ 

I tjiink tfie Secretary^alked in in time to get theitterchange. Did 
you? ' , . • . 

. Secretary Caufano, I did, Mii.Chairmjm. 

J Senator Eibicoff; Thank you very nTu^i f pr being^vith us. Your en- 
tire statement will go into thia record jjts lf i:ead. 

The fact that you haVe djbpped in' here is of impgr^ince and I, :im 
very. pleased thait tl\e Seorehiry is *ith us, and the stall', go we ran 
pursue it.4*hank yoiil very imicli, Doctor. 

[The prepare<Jskatement of Dr. Nofshpitz and the American Associa- 
tion of Psychiatric^Services forChildjvntfollows. Oral tostinioiFy ron- 
-tinues on p. 177.] ^ / ^ y* 

Statement' *nE ASierican Academy of Ciiir.n PsYCHiAxnY. Ameukax 

PsYchlATRIC AsSOCTATION, NAinONAT/ ^OCIATlON'TTr PRIVATE PSYCniVlRIO 

Hospitals. Ameiitcan Arsociatiox ok P.'WciirATitic SKRfjn^ for Ciuldrkn., 
Met^tal Health A^'sotjat^on and the Association the Advanc k- 

MENT OP PsYCKOIXiGY, JoSEflf D- XOSHPITZ. M.D.,, AMERICAN ACADEMY OE 

Child PsYcniATEY ' ■ , 

Mr. /Chairman, and membors of Uie sulwconimittee. my name .Tosoph D. 
Noshp/tz, M.T);H[ am past Presiaqht of .the Aniercian Academy of Child P>y- 
chiatr.^, and I a^ here to present the joint testimmiy of the Arndomy, the Ameri- 

- can Psychiatric Association, the National Association of Private Psychiatric 
Hospitals, the American Association of Psychiatrlp Services for ChiUlren. the 
Mental Health Association, and the A^5sc(iation for the Advancement of INy- 
pholopy on S. 1302, the Child Health Assessment Act. • 
/ We wish to address the clause in Section :^ of ithis I>ill whirh limits provision uT 
t^atment for those children who have I>eeh screened and diagnosed' as l^einp 
mentallr ill. mentally. r<\taT?rfed, or developmentally disabrcd; Specifically. We 
rtfer to linf s 10 thronprh 12rfti pape 3 of S. 1302 as introduced which read : " ( !vnt 

^ot necessarily, in cliTd ins: (i) those for the- treatment of mental "HJness. mental 
rethrdntion. or developmental disahHities,* ♦ The resnlt of this parefitheticnl 
riause 'is the exclusion .of such treatment altoprether. The failure to mandate 

. such services for theso children is distnrbinp: to the memhej^ip of each of the 
oiyraiiiKations I represent. ' 

We know hftw diffl^ilt it is to'treat children afTlicted hy. mental illness mental 
retardation, o.ETdevelrtpmental disabilities. Much time, much money, much and 
human eflEortxire entailed. The paradoxical futcome has been that tpklitionally. 
these children were excluded from service programs.. In the past, sup di serin iina« 

.tioifr regrettable ns i^^ay he. has taken place through an art bf^*nission. How- 
ever, this hill Is un^nscionahle. Tlie leprislntion explicitly anthorikes the denial 
.0* treatment to thl^ntire pi-otip of children in need. 
• Such a deliberate omission stands in direct contradiction to the rerornmenda- 
tions of the*Report of the l^resddent's'Commission on .^lental Health, ijtatinjr 
that "helping: ohildren must be the Nation's first priority in preventinir:nteht^t- 

•disabilitv." the. Commission rerommends'that "A periodic, comprehensive. <VvnlvV 
opm'^ntal assessment be available to all children^ with consent of parents and with ; 
maximal parental involvement in all st.Ji^^es of tl»e process.*' In l^s explnnatioh; 
of .tjiis recommendation, the Commission^vplirillr mentions thr Child ITenlth 
Assessment Pro^m: Notinj? thfPt. nM^^seht. '*Th<^ E.irly an^. Periodic f^crcon- ' 



Ing^ Diagnosis and Treatment Program of Title XIX of the Social Security Act 
does not IndudB the availability of treatment and service provisions* to cover 
mental Illness, mental retardation, and developmental disability wh^n these 
conditions are diagnosed," the Commission states that **Thc proposed Ohild Health 
Assessment Program should mandate that these services he available," (Emphasis 
added.) ' . 

As it stands now, S. 1392 excludes mnndntory treatment for child ron dingriosod 
as mentally ill^entally retarded, or developmentnlly disabled. The implications 
of this prdvl^oR need to be clearly faced. Optional treatment is tantamount to 
exclusion. There is a history to this, and the sum of its teaching is that optional 
coverage for mental illne88''menns no Coverage. . 

This stands in radical contrast to the 1411*8 declarations of purpo.'^e : "to continue 
and'expaod the availability of health Care to children ^'hose families do not 
havi» adequate resources to cover the cost of such care and to strengthen" efforts 
to assure adequate child; health' a.ssessments. diagnosfs, treatment, .and periodic 
reassessment of allf eligible children." (Emphasis added.) That statement of 
piirpQ$e says one thing: the language in which legislation is- couched says snme- 
thinj^-(Hiite.different. In essencie, the hill states tbat if you are a poor child whosV 
health has been asses.sed, and you are found to be mentally ill, mentally retarded, 
or developmentally disabled, then care and services nped not be provider!: In 
effect. 3. 1302 dec^KS that a 3-year-old diagnosed as Ifaving diabetes or Uiduey 
disease will be treated, while the same child found to have psychosis,, neurosis, 
or depression, will be labeled, hut not treated. - . 

We Wave received conflfcting messages froin the Administration in this area. 
The President's Commission on Mental Health has been a vecy vi.sible force in 
advocating treatment of mentally ill children. At the same time, the Secretary 
of the Department of Heft^lth, Education, and Welfare is on record as supp<!>rf!ng 
optional coverage*for children wjth mental illness, mental retardation, or devel- 
opmental disabilltes. We look to the Senate to assert its leadership role in bringing 
the needed serviOes to ^hese special children. 

Diagnosis and* treatment of mental and emotional illnesses ainong chiUlren 
are the first line o< prevention. Experience indicates tliat the failure to do so has 
^already had: severe consiliences and will continue to have a profound effect in 
future years. However, if a child*s mental and emotional lllrtp.s.s, mental retarda- 
• tlon, or developmental disability is attended to a.s near as possible to the time 
of its inception, the result 'dill be* more normal development throughout child- 
liootH^ind a far bettfti cjliance for later entry Into society as a productive adult. 
Neglect at this''eapTy age Is not only wicked. Uut from the standpoint of a healthy 
and productive ^^iety^ It is iTlso stupid. The early treatment of emotional and 
>lntellectnal dis/ird^rs benefits not only tlio* individual and the family, but also 
society as a whole. More than that, the cost of treatment at an early age is far 
less than the co.st of lifel4)Ug di.<?ability. .social services, unemployment, or 
delinqWncy. 1 

Tb£^iot is that America is "presently undorserving-it.s -luentally ill childrei^ 
They^re ap^roxiiuntely niflliou.chijyirou' Miid yontfr iu the TTnitod Stato??. wUh^ 
■ oo)^titute about 40 percent of the popul/itiou: If one usef^ the coinmonly acknpwH 
edge<J figure of 10 percent it>f the poi)j(i la t ion, requiring services for nientnl nt 
einptional illness, we would estimate Ibat close to 0 nijjl'iou children have de- 
monstrable psychiatric pbobleins. Ohlv about 10 perc^ny of this population, or 
nbo\it 000.000 ohildrtwi. receive any tre.'Vtiuent nt all. 

Thus, 'this program offers Congress/the potential to provide a sy.steni of active 
treatniTut for children in*ueed who arie presently being seriously neglected. 

•The. proponents' of optional coverage advance the argument that children 
fpaghosed as mentally 111, mentally retarded, or developmentally disabled are, 
rtdeqnateVy -^ferved through otiier means, such as the ComTpnnity Mental ITertlth 
Center.*? Prograni. One can -onlv .s;eriotisly question those .who advocate this as 
a soVution. Origi^lly. most of tbQ CMHP .system omitted children's services 
'entirely; later/thcy were pli^sed in onlyafter a COngres)?iohnJ^andate (Puhlie- 
Law 04-G3).. Regrettably, the pattern of such service delivery -has been very 
sporadic and disorganized. Ii^deed. the Task Panel Report on f*Mental Health 
and American Families." which accompanied the Report of the President's Com- 
mission on ^rental Health, noted that' the OMHC* program has failed to meet 
children's mental health needs. It stated : "Pnrt ^ of the CMITO *Act. which began 
to provide discrete services for chil||^^, is being dismantled. In many centers, 
identlflaWe children's programs are not evident: and children and adolescents 
with serious ipental health problems are being Inadequately serviced." (See "Task 
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3Pnnel Reports Submitted to The President's X'ommlssion on Mental Health/' 
Volume III, Pagee^tT) • . 

The statistics speak for themselves. The CMHC catchment nrens serve 40 
I)ercent of the population. Several years ago, tl^e" Mental Health Association 
•estimated, tery conservativiBly Indeed, that of the disturbed children in this 
<MDuntry only 2 million- fell within catchment areas. In lJ>7o, however, only 
30().00p chltttren were seen in the CMHC system. The re»t wei^e not seen Ikm jiusc 
of lack otstaff, lack of funding, not jirJ^jKh speciJAcnlly trained clinicinjis, inappro- 
priate facilities, etc. From these flgllres/lta^all too obvious fhnt the^program doi»s 
nto adequately serve the children m need. . ^ 

But H Is nSt just this one syjjtem that falls these childreh. Today, oul;^- 20 
states provide Medicaid options jSi^ cover the care of chUd patients in pjiychintric 
Bbspitalfc In 3976,vthe Office of Education, DHEW, suggested thift only 55 percent 
of 7.8 million handicapped childreh were served by eiducatlonal projframs. More- 
aver, the same study /lo'ted thatonly 13 percent of emotionally disturbed children 
are ever reachexl. ^ , 

Anotl^er argument fop refusing tooxian^ate these .services. is advanced by the 
Medical Services Administration '(no\y the Health Care Financing Adnnnistra- 
tlo^n). According tb-^their view, there are no adequate cost controls Jind tlio 
treatmeiit.is too 'costly. In point of fact, this same MSA has stated r«ipeatedly i^t 
does not have data on the cftst of treatment of the mental or (»motion disturbances 
of Medicaid children. Hence the argrifhent ^.s fallacious to t)egin with: in »ny\ 
case, l^'would be a sorry reason to deny ti;eatment to ill. retarded, or disal)lcij7 
children. , * , ' • w ■ 

, Xhe Anierjca'h Academy of Child Psychiatry, the American Psychiatric As'So- 
<3i>ition, the Xational A.ssociation of Pi*ivate P.\vcliiatric Hospitals, the American , 
Association *of Psychiatric Services for Chihlren, tlie Mental I^lthif^socijition. 
fiflf] the Association for the Advancement of Psychology urgejH|SeiTnte Finanro 
(Committee to eliminate all lamruace that makes it optionitFTnr tjie states to 
extend treatment to the mentally ill. nierjally .retarded, or dV»vclo[)meutally dis- 
abled child. In additipnjf^'e recommend strongly that tlie CHAP jirograni be ^ 
^•eqiiired .speciflcally^jio assess all chtUl h'ealtli and mental health needs, and tlien . 
to. provide all subseTlXlent active treatment that may be "necessary. 

The House Committee on Interstate anil Foreign Commerce has taken a first 
major step: it has mandated treatment for children .^ccrecned and dirf^noscd witli 
pientnl illness; meMtiil* retardation, or developmental disalnlity for all but in- 
patient treatment in psychiatric hospitals. Vfo liope that the Senate rommitteo ^ 
^--wijl go beyortd this to insureVhat all treatment -niodaliles are available .on a 
' piRiidatory basis, and that exclusion by diagnosis or-type of treatment will be 
eliminated in the legislation. , « 

I respectfully request that the article. "Toward a National Policy for riiihlren.'* . 
be included in the record of this liMiring. I^^ill l)c jileased to answf r aiiy ques- 
tions you may liave. and wish to thank yon again for'tlie jQpportunily to testify: 
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T0W,\RD A X.VTION.\T, Por.ICV FOR CrnLPRKN 

?r 

(.By .Joseph D. Xoshpitz. M.D.^) 



The most obylons Miing nboi|t our national policy for children, is the fact. of if<i 
absence..TIu.s.L^ a phenomenon that has tron!)le<rniany cliild psywhiatrists for a 
long tli?ie. I \yi^ld liie to share with yrm some of the ways in whjcl^ and other 
colleairues havejthoiSht about it. and some suggestions that M*e tii^pi gradually 
' developed. I plaJi lm present these viev\'s in two parts : first. t() explore^ljw* it conie.s 
about that weifiave no stated national policy for children, and to reviW briefly 
some of wbarwe Imve-fmd have not done. for onr ypiwig; and second. WV-^uggest 
|n an experinj^rital way what we can try to do. o » 

Cnri^ ^f ^he major hazard in approaching this topic is a knowledge of history. 
Sauta.v'Jna was probably quite right. when he cautioned that we would repeat 
history if we would not remember it: in thts- instance, howejer, as a natio^j 
seemed compelled to redo it in spite of remembering. . N ^ 

When it cpmes to our <:hlldren, we are a singular people. Our best known Crad 
song is Rock-A-Bye Baby,* and our flrst prayer. Now I Lay Me Down To Sl^. 

1 Dr. Noj 
this speech 

Beprlnts 
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Thus, hetotd Mid Is we have throwu him o\it of a tree every day, and 
killed hlni off ^ery night. . t> " 

Here in Washington we have also managed to kill off o\ir Children s bureau, 
and seem to In the process of dismantling the Office of Child Development. 
About five to eight years ago our nation invested in a v^y major effort, the Joint 
Commifision on the Mental Health of Children, and more recently still, we held 
a White House Conference on Children and Vouth. We wait in vain for their 
many explorations and recommendations to appear in the form of new agencies, 
or new l^slation. Could we say, conservatively, that there appears to be a certain 
ambivdlflnaMfn our relatibllsmp with onrchildrenr 

' I>et us stay with Santayana a bit and look at our history. Back around the, 
turn of the century Freud's work tlrst came into view. Clifford Beor.s wrote A ^ 
Mind That Found Itself (1908), the first Juvenile Court was establislied In 
Chicago, and the niental hygiene movement was lunnched in America. \\\th\n 

\. the feme decade Theodore Roosevelt called together the first ^^hite House 
Conference for Children, dnd, in large measure becaugfe of its reconini Nidations, 

^ the Children's Bureau was established in Washington. \ ' ' \ 

Thereafter, the pr^ss of history, the first World War, the stock market crash, 
and the Great Depression sucked up the en^orgies of our- nation, and attenMon 
turned away from programs for childrtMi. Tlie White House* Cii'nference continued 
to meet every tenth ypar, and the 1930 Conference produced a set of recommenda- 
tions that could readily have been transljormed into a national polity, which 
indeed could still serve in that way. But no one listened, and tliereafter the 
White House Conferences seem to have functioned as' gratifyfng endpnnter 
groups, and little else. On the other hand, the Depression produced iTs o^n 
demands, the Social Security Act was i)assed, and welfare legislation in fhe 
form of Aid to Dependent Children did become established. . 

The Supreme Court decision of 1954 orioned* tl>e floodgates on the racial issue, 
and the long npnt-up torrent roared forth. In its wake came a host of concerns 
with the miftority child: the impact of poverty on development;- the many - 
questions about '^cultural deprivation." and the signifieanc^f different eiiuca-"J 
tioiml variables on how children grew and learned. All rhis w?w asS'ociated- Witll^ 

' a postwar baby boonuthat successively inundated the schools. tW social Agencies, 
'and the correctionhl institutions with myriads of young^sters iTeedlng. well, just ^ 
^hmt evervthing. shattering categories, disrupting the e.staiaished ways ot 
doing things, and sharpening «ie sense of social neeil and social response. To 
make matters worse, people pourtd^out of the farmlands and into the cltieS, 
and oiiiiftf the cities and into the suburbs, so that the very fabric of social rela- 
tionshHTof rootedness in place, of unity of family, of ongoing connectcfdness 
with a matrix of practice, value, and tradition— all these^were rent asunder and 
swept away as the numbers of people grew.and as they chanjgefl their site and 
mode-of life, ^nd television came. ^ . 

It should' come as no great surprise that children felt much of the bruqt of 
all this? there were so many more of thefti than ever befcwe. and n^ one was 
quite ready «or them. The family was forever on the move, society was far more, 
unsettled than before, and grahdpa and grandma no longer cnnie over, comforted 
yon. and baby-sat. Rather, you talked to them on the phone, long distance. 

Everywhere there was social ferment and aifr effort to deal with the huge new 
problems, all manner^ of theories wei^» ad\iinced. and all manner of legislation 

' passed, every cabinet department In the U,S. federal system developed §pme / 
program to try to do^somethlng for children, and each of them* focused on a 
different group of children in a different way. Presently a ragged, <'razy-qiiilt 
pattern of patehwork servicesr and agencies came into being. All typea ot thin^ 
were to be done for children, buf oftPh the^^aprogram?? clashed and jostled / 
against one another they overlappedMn some areas, or faited in their totality to 
cover other areas. Somehow they often (Hd not reach children imd families.who 
needed their services, or they did reach needy people whom, they could not serve; 
because of some quirk in legislation or iu regulations. And there was chaos 

^"hi«f ^fae^of affairs in turn heralded he ^s(ahlishment of the Joint Commission 
on the Mental Health of ChildrenJHiat is nht quite accurate— one could devote an 
essav to ^ke peculiar impac>^t)ftli^v individual variables of great mep on the 
estai)lish^nt of cI^ildren'sTfegislatloijl. In this case. Kennedy's contribution c^me 
. bizarrelv enough througlKthe mannfV~of his death, lind the -eongressional bill 
which created the Joint Commission was actually nicknamed the Oswald bilL 
As itexford <>i9e9) has noted, son^ of our legislation for children seems to 
happen because we want to defend ourselves againat them. 
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\ In any case, the Oommission worked for three years and iifoduced a set of 
^ recommendations v»^ch, undbr the basic rtxbrics of child advocacy, copamunity 
**\ ' ■ervices, research, and manpower aiid^ training, covered a very xpiie range Of 
areas and activities. Superficially, It would seem thaf fiuch a statement could 
have served as a nucleus around which to build a national policy .-In fact, howeVer, 
it did not, and perhaps it is worth pausing for a moment and considering why 
things topk the course they did. / ' . \ - 

The first, and" clearly the most important of the recommendations of the Joint 
Commission, was for advocacy. This word has become both fif rallying point and 
a target; It remained undefined andrperhaps for that reason, mnltidcftnitional, ' 
. and it continues to be an uneasy, oft-quoted, suggestive^evocntive, but elusive 
idea, in the- field. It generates much ferment, and sevieral advocacy proposals 
and*offlces of advocacy 'were initiated; -somehow, however advocfhcy never moved 
opP center, it did oot quite catch on. For one thing, the advocate ^ns supposed to 
tmify the a^vities of the several fractionated services and agencies dealing 
■ Witli childre^ to find where they were, and what they were, learn'^vhat they 
^o\ild do, and then" coordinate them and bring them to bear on the childi^n 
and families that needed thenjp^Jogical' mission,' even a noble one, but one of 
, <ionslfleraMe complexity. ^ ^ - ' j 

I retaemUer a presentation by Edward Zigler. a former Dii^or of the Office 
of Child Development, in Which he describes his cKperiencefwhen he came to 
^asWngtoji* He had been given -to understand that he was to be the advocate 
for childrenSn the federal government, that it was to be his task to coordinate 
,*th4 activities of the several agencies which had established children's f)rograms 
or-twhich contributed in some way to meeting children's needs. He soon discovered 
that to" career civil servants, when someone came up to you and sifid he was 
going to coordinate your activities,, it met^ns that he wris going to tnk© awny 
yowr money; thus he encountered a rash of broken appointments, delegations 
of meetings to underlings, and cold receptions, when he set about trying to 
advocate an<\ coordinate programs for children,; Logically, advocacy ia a gopd 
Idea; politically, It Js' hard to make it work. 

Another problem aspect of advocacy was described iij a Group for the Advance- 
ment of Psychiatry Ad Hoc Committee Report; (Noslipitz et ab, 1072), It can 
/ I also be.sc^n in the hfstory of advocated? of the past. Let ua- look at th^ Juvenile 
Court Judge. He. too, is an appointed advoonte ot chibiren. chJTsoii tf}.Koe to it 
-s^ th ht they are protected from the punitive^ aspects of law and that they are 
.^v^ewed instead as misguided individuals in heed of tfeatipent, protection, super- 

• '.vision, nurture, education, and training aud • guidance. The Judge's task Is to 

* decide how much of each Is necessary, and to assign the .^^rvices to the child and 
family, however it went, and another soul would be saved. The problem was and 
still is : where are all these therapists protectors, sui/ervisors. educntora, trainers, 
and guides to be found? The nu^wer comes mostly: -'Nowhere." The probajtion 
personnel attaclied to the court, be they ever so skillful, soon had far, far too 

' many cases' to handle; the foster placements which were implicit In snch^a 
mission did not exist; and the back-up agencies such as the trainfng school, 
hospitals, or treatment centers were destructive, regres^sive, or full. The result 
we know ! tlie court became a well-ihtenf ioned agency which worked ineffectively. 
12^ often 'hopelessly, against impossible odds, nud succeeded chiefly in producing a 
^ high level of professlohal discontent and client r(»cidivisni. . * 

I Wliose fault.w^Mrit? Whose fault is it tod.iy? Well, nobody's exactly, or. more 
precisely stiJV"€verybody's. The System. Overtly we set up a good program. 
- Covertl.Vjjp<?^njnko i^t fali We. You and.1. Ever^ ^ . - • 

TjiHTfeve that tUs illustrateaLah essential part of the problem which will face 
jrflychlld-.servinfiragency. one which a national policy nuist*a(ldre»s. All oY. the 
^y^oney, all of th(j good work of any. one part of the .system will come to naught' 
^ If there are not the necessary elements present to Jmndle the full range of proV 
lems whicli^arise- Or.ljp in th^ imperfect world not the full range; tbeu th^ large 
bulk of the needs, for if thfese are not met. then the untreated case sits aniotog 
usl Some^ child, somlSfiftpiily in the midstof us* proclaims his or her neM. i)orbfn)s 
by piteous pleaS, perhaps by delinquent assault, but saying through bis presence 
and his suffering .that "things" are not \vorkinfJ*. that soniethiug mare hns to be 
done, and this will acf^ a small *ocus ftf demoralization and dismay tor iieiph- 
bors and relatives, for professiona ls and agencies, for everyone who contacts the 
situation, and it ^ill east its clolid on ifU the good -work donip about if. Oiveu 
many, many such instances, given, in short, tiie state of affairs iurthe total fl^d 



of child care today, the« whole system falls under the shadow of disquietude and • 
uixSl^t^ aK^ns to qnestibn Its worth. The^esuU, often enouKli is chronic 
demoralization and hi«h staff turnover, or a regrouping on a .lower level of ex- 
i>ectation. where failure is the expected outcome of one s efforts, and the worker, 
or the team, or the'lSgency i$ sustained only by tlie unoertain reiissnrnnre that he 
andspthers are doing the best they can.^at they, are helping some children. And 
inde^, there is always the occasional and unpredictable success that'conies frum 

God alone knows where. ' ^ m*.^ *. *.u *k«„ 

Such unhappy systems are, al&s, not uncommon. InJidditlon to the court, they 
itlclude the more backward state hospital progEams for children, soifie of the 
institutions for the retarded, mtost of the training vhools for deUnjuents, quite a 
few public "schools in poverty^reas, many a special education class and, in sum, 
all tbo many of our jchlhbswVing agencies. \ 

How are we ever to^al with all this need and with our system? No easy an- 
swer is currently'available. In fact, we do not know •how to solve the Imsic prol)- 
lem and one symptom df our ignorance is that we spin s^o mapy theories, and 
.offer so many answer?. The system ^^^l not respodd to further patciiing: it really 
needs ledoing, conceptually and eipplrically* Unless it is approached that way, 
with a certain total overview in mind, it is very doubtful if it can be made to^ 
work well. That is not to say tliqt it wilUnot work i|t "H. It works today, for 
example, sloppily, inefflcien\ly» and inadequately, but itidoes work: quite a f^w 
youngsters are seen and moved about, and*ome of them arelielpetl. Many, many 
are- not, and all too many end up more hurt than otherwise b.i^ their education, 
their institationallzi^ri. or their unfortumite' unsupervised placement^ In/ so 
many of these insthpcesOit seems that neither the youngster nor tire systeni/can 
win. The only gefiuine V^tiol^e is among different w^ays of losing — one can rtake 
some decisions th6re; • o , ^ ^. ^ ^ ' 

What would it take forH system to work? Flrst^'of all. I believe that it needs 
an idea : an-axiopiatie'ldea, no proof available^, but, an idea that efveryone sub-» 
scribes to. This ft peculiarly important. From the idea we can^ genera*^ a policy. 
And from the policy can flow technique anrl method; But unless there is some 
sort of underlying, unifying concept,-it is difflourt to create a really workable pol- 
icy. In one- White House Conference after jinotber. ip the rejwrt of the .loii^t 
^ Commission on ^he Mental Health of Children, ifnd in many ^ther areas, ringing 
formulations have been advanced about our children's needs, our children's rights, 
'our stated ethics, and our cultural responsibilities^ Sad to relate, none of this 
seems to ficcomplish very much. Maybe it is my personal scotoma, or perbaijs it 
is 9L verv American reluctance to accept ideologies of wlmtev|r kind, I do not 
know: Perhaps tt is Sitiply that these ethical inii>eratives enter too directly into 
our areas of cultural ahibivalence. ' *^ ^./r mi » 

I would therefore like to propose a rather shnple fonnnmtion which I will cnll- 
the Principle of Conservation of Development Potential. This principle states., 
in-brief: a* culture Mieceeds or fail.t in djrect proportb)n to the way it enhances 
or impedes t^je development of its children. In other wordi^. a culture tliat encour- 
ages, prpfects, and ftirthersl development will do*J>etter tJian one that does not. 
A culture can conserve developmental potential, or wiiste it. If it does conserve it, 
it will-make-more money, produce more inventions, apbieve bibber artistic lovels. 
provide its^hlldren better parent;;s. be nY>re just to its citizenj^. ^ight better wars 
if iC ha& to, and have naore solidarity as fl people/ More tban'that, as individuals^ 
— te-people will know more joy. 

This, then, is the underlyimr principle, the philosophical set. I think of it as 
*"a-pragiBatic principle, the fruit of obi^t^tlcm-^)i n -basis for action. It is a 
f witi iidBpiUedJx^^-jH^^ial'^'^^^ 

th^ l>^rt of Sft' wo^k.^rt^'knows how- complex development is, with its 
tical dimensions. He knows that there is a universe of discourse covereiiU^ 
jle' word<and that we are a longi ^ay from being able to realize all its^ 
JtlonsiijS^netheTe^, he also knows, thjjit we do know something about it. and 
^Olfflrb^ ouf national bufdness to design our civilization so ^is to give the* 
lum^^muliis, support, find opportunity to the development of each in- 

Ja>.* The policy which' emerges from this principle is- that it should be the 

stated comm'itment of the United Stites Government to endeavor jiy evei:y means 
at its command to pres^ve the developmental potential of every child in the land. 
. As we obj^e children, we can see ,that each st/ige of cbli^hood Is^iomprised 
of a* set of moviiy: elements that form a complex wave froQjS^AirinAlfy develop- 
ment Isj^djTiamic mpren\ent^of intricately pAtterued interrelated 6?'q\tences thdt 




advance together/)Dow to enhance, now tot.confuse». and occaslonaljy -to cancel 
each other out Butfthe larger resnltdiit of all their varied interactions is growUi. 
a progrcsBive unfolding, all through the life cycle so thaf you andd toe^are nm 
static, never cross sections, we grow always, and we shalj^ontinue to do so until 
we.arrlve«t what ma^ibe t^^e greatest growth step of 111, the iuoment we die. 

At no time/ however^ls' the rate of such'jgrowth, and its vulnera^iility. to insult, 
so' great as in cbil^ooq. And this in turn begets the heed for societal concern,: - 
societal protec^oQ, societal help, to see to 4t that within our children those deli- 
cate; intangible, fragile, weblike . processes unfurl/ witb all their richness and 
.complexity preseryed, and that each stage builds securely on the health and 
integrilyofM^hat has Bone before. . ^ . . x , 

This js society's task, and from this v|^point then must flow program, niethnd. 
and. practice. How«)does one go about conserving developmenU? Plea&e note the 
language usage fiere— to ••conserve." I employ' this verb advisedly, because I .^^eek ^ 
here to ally myself with\he conservationists Yathey tjian the educators, or the 
sociologists, or even the therapists. I dp so for two reasons. The Jlrst is that I 
think of the potentials of our children as an immense "^vellsprlrfg of uidqnely 
I)necious quality, a realizable asset (hat idipeculiarly human in character; tl>^it is 
not primarily economij:, althougli it Undoubtedly has extraordinary econoniio ^ 
implications; that is all too easily and quite typically wasted, ''exph)ited, '()V 
destroyed; that is gi^en much lip service and in.sufflciejit support ; and that wilt 
reap us an abnndantV&rvest if nourished, pteserved, and protected. In effect, I ' 
am trying tp slip^the preservation of child development past our et^ltnral am hi va- 
lence. I might add thaTtUls approach has an interesting precedent. It nia;^' ht\ 
apocryphal, but it is an oft-quoted story oiit of American history tha trover a 
century ago there were several attempits to bring bi-utal parents to hook *ir mi^;^- 
treating children, but^Wiey were all failures. In those days, no statute could 'he 
written that would interfere wUh a parent's -right to correct his ^VflfsprlnK ; 
matter what a parent did,* he was witJiin the law. Finally, a cpse-of <;hild uhnse ^ 
was brought in under, a then-existing code that decreed iiunfane treatment for 
anlftials. Thd court tufed that children were indeed animals and so came under 
the protection of the statute. Only then could .some of tlfese aliuses he,appi;(u«i^<he(l. 

Today, there is a series of events nnfolding in the country whltfh, while different 
in character, are nonetheless reminiscent of this same style of approach. Here- 
tqfoi«p, there has been no way to force a state to educate or to treat its yonng. 
Cuitently; however, a group of inspired find determined yonng lawyer.f is openjjig 
up a whole hew bflttlefront with the culture over tUe question of cljjHdren's rights. 
In effect, these attorneys are using the adversary approach that is so deef^ly 
rooted in ourJfigal-fBores to challenge tire v»lture, saying, in effect: if 'our pro-. .' 
f e.ssed=al4rrfilafds ajid legal codes .state that people have certain inalienable rights, 
what-<fbout the rights of our children tp hnniaae cnre; to tr^eatment, to edhcation? 
/^gain, plea.se note, the plea is nnt for children qua cliildren :Mt is for oivil'riulitw 
of a particular group as a legal niatter. If yon sCOp to think of it, there's .some- 
thing, schizophrene ahoHt tlie frtrt that state wonltl have to l)e taken to court 'to . . 
u'ive cliildren these basic sui)i>ortM to their development: from tlie p/»Int 4( view , 
of the student o( societal amliivalence toward children, one can only sigh. Q.lM)., 
ayd all hail to onr lawyers. » ' 

So I feel I am in line with esta!)lished prec^^leiit whciu I focus, oii- <'onKej*vntioii. 
And indeed, where children are concerned.. weTn^ve^Homething very impoj^taiit to 
con.serve. We know that tHere'aYe crfUcal intellectual cajiacities thilt are >failinj; * 
to nnfold, multipotential stage.y of emotional defglopment that, are not Ix'iuu 
achieved, boundless capacltlert-to^grow both physically and emotlojlally tnat are^, v 
not 1^1 ng realized^ towering levels of psychosexnal matiirity that are hot heinj^ ' 
attained, and capacities to love ancf work that are being stifled and a'trophie<l. We r 
have hut to look about us and we see all manner of snnffings out and snTToCatinKs 
of the conceptual, the creajtiye\ and the humane in our developing- yonngsters.jvith ^ 
re.sultfl<tVt withering of fjome* portion of their potential humiuilty. All "tWs Ijecanse 
of our failure to throw the full weightfof our efforts and energierf'inta the kind of 
work necessary'to protect. tfhd preserve these nascent and unachieved frifltionsl 
I take it for granted. that behind ariy conseryation program there is likely to W» 
a good decrl.of love, a measul^ of genuine caring for^what is pireserved ; or if iw)C^ • 
then there should be at least some self-Jove, an enlightened self-interest that can 
see beyond tli0 immediacies of crost and expense/ It is self-evident tliat children 
who are better able to love are going.ot make^ fpr a l>etter society ; children wijo 
are better able to leani. to remember, an4 to work are g6Ing to make for a more . 
prcJdnctive society; dnildren who are better able fo control the4r impulses aqd - ' . 



keep their eiuotlons in cbeclc are the Icfog-range ansW^r,to-our<cdinmoii yednunj; 
ior a safe society; and children wlio'are able to develoR' teudente 'ss^^c omim^jsVyii, 
and feeling for other people wUtSurely nialce for a Happier socidflBL proi>ose a 
problem to our econoinists. If gould raise the average IQ levelW.our society 
' twD IQ points, what would be th& tfffect on ouf gross national product? My predic- 
tion is that it would be considei^tble. More to the point, however, is the £t^ct tliat 
while children as entities an& not i^are,M^ull psychosocial maturity i» so unconiiuoii 
that we ate not lilcely tp meet more than two or thj;re tiriily fully mature, c(mi- 
pletfly integrated human beings iu a lifetime: the potential fJr such an outc(»me 
is wUliiiv us all, but most of uS n*ever approach ft. I am talking here of conserving 
bom/thlngthatis.in fact Inflnitely precious. > 
• The second reason for invoking the concept of conservation is tliat it is an 
»iaetion>oriented id^a^ it speaks to things to d(^ of task^ and i)rpgrnms and chain 
iu?ls for en(^eayot. Certafi^ly that is»exap*fy^hat w^ do need now. We need a 
pojh^; that will lead to action. Ho\^, tt>^, do we \^eg\n'i How, to repeat the (lucs- 
Ttjon, does one go about conserving d^elopment? \Velfi to conserve it, we liave t<> 
worrj\ about if.^Ve have to consider, its Vagaries, itSyytcissjtudes, its multiple 
]>otentialities in the face of inherent difficulties. We haVc to devise preventative 
methods to avoid trouble, growth-renhancing tactics to imkiimize potential, and 
therapeutic and rehabilitative practices to cope with troulij^s! that do appear. 
We have to pay attentiyn to details. * - 

Ajv I see it. there afe two levels at which the worlf'of oonsetvatiOn mnst go on. 
One is the cowrer^yftn of family, potential; the other; individual c^^pacity. 
Family potential implies a hdst of action program^ : l]iti using, income protection, 
legal services, community organization, tat control, disease ;preventinn. nutrition, 
population control, cify pllinnin^ copiug ^ith racism, women's rights, adult &du- 
cation, marital counseling, and a whole uiiive^-se of n'dult services that protect 
^ family (function, enhance family feeling, and prevent family disruption. It implies 
^nt^ve^each pareuts patenting, that we cope with child abuse, that we teacli 
corporauons to think twice l)efore t)iey move families around, that-we teach hos- 
jdtals how to maintain dignity in yvaiting rooms, that we teach police how Xo 
approach family difficulties^ tlia't we leach politicians wliat they l<»se wh^ii tjiey 
vote down family-support legislation— and so on and on for'an inituens'e variety of 
programs. . < . ; 

'Tcwday, however, we want. to look more closely nt the other' lev^mk^ l^vel of 
the individual child, and to talk about how society cnn cnp \t^^ handi^dund each 
youhg;/|frower. and .preserve and protect and enhance this tledgMng'till jie or slie 
reaches his fullest'sfrature,^s most fijultful being. ^ 
From the moment of conc^tion to the moment of death, vye are nlTO?us woven 
alwut with the lixijig strands-of our culturV, libers that can lie^'onie 'winc.s wit.h 
which we may fly, or ninijncfes to liobhje us. ()r n noose to. destroy iis. It is oiir- 
l)urden. then. ar|d our mission to .<^trivp to slmi'>e our culture to our latRer eiul^. 

Ijt»t me rei)eat the three dimensions of **are with whicli .society miist npprojich 
each stage in the li'fe cycle of each developing child : it nipst .«;eek to iMsent what- 
erer hfirm can *be prevented, to enhance whatever capacity is ^here, and to 
.straightefi and h^l whatever'hurts. > 4 . 

During the work of the Joint Commisslnjo on the Mental ri/i»altli of Childceu. the 
(pipstion *ot service deliv<<ry*models commanded a great deal of 'attention.^ai^' 
Pnig'h developed ^n initiai model which a Group for the Advancement t)C^sy*- • 
chiatry Ad Hoc Qpmmittee on the Report of the Joint Oommlsston on the M;ef^alcj 
.Healtaof Children later elri bora ted into a mental health grid. I was afmeinher ofr* 
tliat committee, and I would like To repeat s'oinething of what was in that Group 
for fhe Advan??ement of t^sychiatfy report. Tlrts. concept ^f service delivery was 
l)!iilt on a notion of plotting the child's* age against his levels of fynctiojlai com- 
petence, sn that for each age there was a built-in- statement of what~-services he 
wofild need. ' ■' . \ ^ 

Ii^jffect. we can begin hy /Imwing a dingram. We*draw a Itne. th'e lii'ie* of 
,gro\fTn. Along it* length we mark a ^jprie^s of poinl««!. Thest? poii)ts ertch represent 
a moment of developments thp^v could l^e .labeled : pregnancy*, infancy, the^tr.iu- 
sitioiial child, toddler, pre-sehool^^r. early latency,, pr^epubertv,* pnUbrty, mid- 
adoIe.^^t,fliid young adult. This, the ordinate. " ' . 

Xext. we.draw.a line at ri|^t-angles to the growth line. What shall we plot as 
our second dimension? Cleflpfc-. cTiildren^are many things, joys ancK-prohlenis. 
talented and r^tdrded; averag;e and deviant — how shall we regard %h em most wf^- y 
fully so that we can plan for them? I'he ^roposal^if^ that we think of a sp«ctr4nn 
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- wltlrW-o end points. At one extreme is the child with' unusual talents. He 
niu^ cS:^as an extraordinary memary. br is cognitively P.5«^<>7?"«»,f,,?J""^^^?: . * 

-:--,»atical marvel, or wJiatev^^At the^Other^^^^^^^^ - ^ 

children, the severe organic retardate, the lifelong nuclear, ^eh^oplirenicsahe^^^^^^^ 
tim of massive brain trauma, the child whom ^ve cnir ease, but whofii ^^e^'anllot 
othe^^vise help. In between there is a wide rangp of possibilities, and I propose 
we list them Sb.a series of closely demarqated categories m order of decreasnii, 

:'S?^e^^^^^ gifted cinid. competent child, vul- 

.nerabi; diild, strS child, troubled xhlld.. disturbed ch Id. aiid tragic^ child. 
NV)w we take out our rulers and draw lines from each poirvt. lines vertu;all> aud 
. lines horizontally, and. lo, we have a grid, a checkerboard of intersecting lines. 

- Our assertion ii?. tfiat wherever these lines meet and cross, a gpt o*-approprmte • 
' social institutions must ^created, to provide the tripartite response that is neces- 
.'^sarv for that agegrotm wJtMlifit level of rife^^ - , , .t. , 

? A few examples should illustrate how this.grid works. T^t us consider the early 
latency child and the services he would need: We follpw aldns our grid liirt for 
this age gtoup, and the first point we come to is the gifted cliUd. What does such 
a gifted 7-year-old require? Since unhsuifil talent^ expose children to novel stresses ; 
and imique social pressures, there may bo need for pareiltal counseling to help 
the parents protect the child's emotional development. Often enough the, pres- 
sures are felt most keenly within the chfld's own family. Along with this,, the 
schrtol woirid have to have an array of special adaptations for the. preoocioiis o^ 
exceptional youngster. For eome children these would include sp.e€iflc^ talent- 
enhancing programs such as special tutoriug ; for others, it mlgli-t mean-i plan nil 
nvoidaneo of special training, a minimum.emphasis. on difference. In shtTrt. talent 
needs carefully designed educational and'emotioual supports for its full i?onserva- 



- Now let us extend'our earlv latencymne aoto.'^s tjp tlie next .point, where we 
encounter the competent child. TJie' great socialissins tnd facilitating agen^ for 
thi^ youngster is the primary school., and oitr culture >ns indeed addrqssecWliat 

^ ^ -1 ^ __ __ J J* A«.n/^«tifA fl^nf lovol nf ofliirntlinn. Whnt 




* that all learning iS Jttcognuive-anecnye prt)ie>N. ami uul ju.>l « uiiA^.^^^ .w.^. 
OP cdSditioning, .or compliance, on intellectual mastery. Our .schools and our 
teachers' are grasping this slowl/ 'todar. a/id precious capacities in our children 
that couia have been kept open and preserved are still being shut off and aborted 
by theJfailure.of oinr educators to address the affective component of the learning 

-^^WMt weaiso are only bPginning to deal witliVt the fact that every competent 
- f^i\a inay shift columns. orj oul-. grid and became nc yulnerahlr/ one.. A parental 
illnessjt'a serious medital or surgical ctinllense to tlfe child himself.' tlif all too 
common exp^rienc^^ of famiV breakdovVn. a hWwe to a new and more demanding 
environment— a variety of factors cap transform a youngster who is growing well ; 
' into one who is atgisjc. A series of social responses*in depth can help and preserve 
'the growth p6teifR[U.'l>ere : the pre.«ence of a guidance counselor or- a mental 
health professionca bri*t£e school staff ; the.preparatibn of the.fnmily doctor and 
pediatrician t(?r«<if>gnize the impact of ^motional stresses on the developmental 
%>rocesses'anfl tp kiu)w howto intervene ; the availability of mental health con- 
sultation to/amilies and to ageucie.s serving the cqhipetent child, such na camps. . 
nndplavgrourtd pera^mnel. and training programs for sgou^ leaders, and librarians 
/* and varipus. kinds of.neig^borhood w-orkers ;.tlie use of adult education technlnnes^ 
tp- sensl^ and 4jif6rm . parents aboiit cliildren:s>ne^^ so -on, for a wide \ 

rx^nge of problems. • ' , / ^ x xi.-." 

\ Let- us iidvapoe anotlf^r point on the grid. frWm the vulnerable' child to th^ 

' Stressed, child.. He or she is having some trouble, tofior neurotic- symptoms or 
WedeU*nquent\behavioi- are beginning to be e>W«Ttf.r Here is the prime site of 

.v*^noHon for short-t^Srm blav>therfrpy,ofor family-intervention, for belief ^ronpp 
activity therap:e. MXlrtpffms ^np come: from tJie police kthlfjfc, league, the fosfter , 
grandparent j}ro^i^fm^e Big Brothers, In some areas tbese y9ungi8ters need 
probationarv or supervte)rrsupport. These may be'backed tylproperly designed 
group involvements, aloi^ with a.whole host of .reaphing-out patt^s llk^ ftWgn- 
borhend workers and special camp programs. In the schools, men ti^ health classes 
can be of help with additional tutorial or special education approaches- and 



Svith opportunities to maximize the child's available skills or to find cht^nnels for 
bis. or her''interest»TT|i iibort, to do the work of preremedlatibn or early remedia- 

tlOTl 'f'^^ y^^E ^^T '^ fl t ^•l'^" IavoI nf dlHt>qnllibrimn. .. _ 

li we proceed to tthe next p'dlnt, the troubled child/we encounter the need for 
intensk-e psychotherapy, pharmacotherapy, cliild analysis, day care, or group 
Lome care. The dlstarjma child would, in turn, r^ulrp long-term residential treat- 
ment or other .form^'^^^BtJjRitional care^ Finally, \ve come to the tragfc child 
with the special UfelongJ^KHw or she requires^ At each point in, our grid 
thei^ls a need for provla^^sTO^Mtterns of intervention and support which that 
stage of ch^d developmeilB^^te At that level of function. 

-For contrast, let us jut^^j^^ ^id-adolescence and see .what happens along 
thbt grid line. First, weN^nci^ter^the talented adolescent It is a challenge 
worthy of any great cultunt to prp vide for the special' abilities of gifted young- 
sters so^^at Jjj^eir talents »<;e/known, channeled^ refined, and rewarded. It 
strengthens botn the IndividuaTand; his society when such a youth grows and 
fiuorishes.in. his of her areas of competence and obtains the richest, frtiit from 
liis endowment. All types of specialised and advanced training, tutorial programs, 
work opportunities, specific camp ai^ school Settings, a/Chance to meet and work 
with leadei^ in their fields, along with emotional supports when and as^ needed 

' <i.e., an open-ended group the youth could attend if he^wiahed to^h ^vhlch 
coping win talent is the focus of the work, andnvith the back-up of^Rdividual 
therapy ofT)sychoa)laly9is,. If indicated) : all of these Would be at least part of 
the picture. . , : ' 

. To proceed tp^ne more point on- the line, the competent teenager might need 

'a puberty rjte, along with his educatiion and his social exi)erie^ce. Many young- 

' «ters seelc "dft such' events, for instance, by joihlng a gang, or gettijig a driver's * 
license, or getting. into ^rjoai^iicular college, or starting to work, or through a 
first heterosexual epcounter^-The^ experience enormous -ahxlet^^* and . tension 

'>about this initial event; and ^tb^y get profound symbolic as well a^ realistic 
satisfaction iJecause they have^eodured the ordeal. Instead of letting the puberty 
rite just happen, there might v^wtb'^a J^^ged cultural response in keeping with 
this adolescent need, e.g., a year-of pr^jRatiOn for the drlver^s license, with 
cojteep in social behavior, dating Iny^paivJemptation and control on the highway, 
ana%ll sorts of associated topics which would bring a youngster into contact with 
social mores and practices via the ceremony of beco'oring a driver. The ceremony 

' itself crmld be made a rich and rewarding experience taken very seriously by the 
whole ^ial structure. - . ' . 

' Thes;^ are a few illustrations taken out of the grid. Qne basic characteristic 
inlierent in this pattern is that of assigning a child to a partltulai; category which 
has mithing to do with his diagnosis^ merely with thle level of treatment required: 
ThiaJs clearly a medical decision and should be made by the child psychiatrist. 
ThusMa child wfth school phobia can be classified as *>v«lnerable" and require 
some brief therapy, consultation to ^chool, and work* with the ctiidarice coun^lor, 
or.he'or sjie can be diagnosed as •'disturbed," and be a candidate for institutionali- 
zation. Such distinctions %re important for planning service deli veiy programs 
'and computing the economic^ .of care: it' could help insurance companies* plan 
coverage in terms of functional level. Hopefully, It would make the whole^sOcial 
management of a given child clearer and more con.^istent. The point of this grid 
is tli&t j^'^n be.superimpose<l oh any com'uiunity <and the hard questions can then 
bo aslre^jii terms of our i>olic3;, wiwit servii^^s for children are present and what 
ab>«nt^lwhat more is needed, what is i>oteutially available, what needs yet to be . 
'strti|Pyor? ■ 

. * bftenjenough, we are told we must make choices, determine priorities, get first 
things done first Someti™^s this has taken the form of w.hich-age group, needs 
the most help. At various times in the, past, tlie focus of public fhterest has been 
on iadolescehce ; not long ago, the empfmsi^ foil on the preschool child; more 
recently still, it has been on the first three years of life. 

jftut one cannot emphasise any one pol^t Jn (levelopment and say,. "That's it— 
.we'll protAct'that!" The^e is plenty of evidence that such a course simply does 
licjt work'. F'or better or for worse, all the stages of development *a re important, 

^and theyall fieed maximum support > , 

. Let u^rt^lfi^an example. i\ few years ago» one of the riip,st creative and irijaginar 

't|jte programgtvet to be. devised t6 help tjiia nation's children .\Vas organized by 
Julius Richmond and his colleagues^irwas caJleil 'Head Staft. Eich&ond recog- 
prized that there "was a whole li^iverW of preschool children ^ho lacked an 



adequate surfflof many Ingredients essential for development. He devised, a 
program thalS^irought these chldlren a goodly diet of prevention, enrichment.. 
st4malation,~and^u<mt4on^ Many of-tJSe-childreni^^ 

program responded beautifully and began to make^Avident and •measunihle 
progress. By the time they were ready to enter schtool. they were doiuy: yell, 
\>''i)Tklng at a relatively good level. The investigators cotiiiected with Ht^ad Start 
waited a' vear and retested the^xhildren along with a group of controls, children^ 
who had not had the benefit of Head Start. Lo'ahd behold,.|iy the end of the 
an the initial gain of the Head Start children had'beeu lo.st ; tii<i.twrf groups te?:ieil: 

"^l^e response to this wW twofold. One toriu took.*the*direction of .seeking to. 
continue enrichment and stimulatioa into first grade. -Evidently, the gains uee<le(l 
to be given continuous support |f they were^to be maintained. Tht» other took the 
tack of throwing the weight of help and research into the earlier years of life,, 
the infancy and toddler periods. Jn other words, the attempt to deal with one point 
in development gave only limited success, and the efforts then spilled over into 
both coUateraLs, both the stage ahead and the ^tage .behind. 

As I see it, there is a crucial need to .support development- ^11 up and down tlie 
line. There is no one phase t<iat is THE ohe, the oriHral (me^. Or. if you.like: each 
phase is critical in trvdifferent way. If y(»ur priority is to prevent the uio.st serious 
organically based disturbances, then you must concentrate \ou genety*. iutrauter- 
inef and neonatal events, for most such children are formed in that set of 
crucibles. If you wish to deal with the severe narcissisHe prolifeni. the liord^rline 
^cliild; or certain Xorms of^psychosis, then it is- the tir?«t year of life with its nn- 
■ diiferentiated, autistic; symbiotic, narcissistic preobject. and early object ff^rnia- 
tions that must become the fOcus of your efTorts! If. im the other hand.- it is . 
delinquency and^ the impulse disonders you would avoid, concentrate on the auat 
pha.se; the toddler is the father of the delinquent, and tlie dcHnqiient so often 
really an outsize 2-.veaj*-old. Again, to prevent or ease the burden of the neurotic, 
of'to try to head off so nfahy character probleni.s, the focus of the work .slwfts to 
the oedipal period when this set of disorders is forgied. Or,' if it is work difficulties 
that concern you, learning problems, peer relationsliip disturbance.s, and habit- 
training disorders, the latency child is your proper target . . . andT?o on and 6n. 

But it seems to me it makes little sense to choose in this wa^y. On the contracy,. 
it w6uld be the counsel of wi.sdom to develop a model for a patlern of services, 
a matri.x, that would begin to nieet the needs of families and children at- every 
level. ' ■ 

There has been a good deal of thinking about how to dp thi.s. The 'authors of 
advocacy, in the Joint Commission drew up a* master plan involving multiple- 
levels of government and a bureaucracy that" extended from the White House to 
-the community. There were careful descriptions of advocacy, councils at every 
felevel. Unfortunately, one did not hea^ much re.sponse-to thi.yidea. Other overall 
!approaches have been contemplated, arid today perhaps tlicf most widely touted 
Jong-range answer to needed .services is the concept of national health insurance. 
This may be an answer of sort.s. It seems to be liascd on the presumption that if 
money is available to pay for services. -(i^l people want .stvr*- ices, why. services 
will spring up. Ao^ indeed, they might,. tV^obably will, but I must confess this 
, klnd^f tiauWng WWies me. It is Uke .saying, if we want housing, and peopK* cai; 
afford it,.bftilders will come forth and biiild it. That, in fact, is just what-haitj^ 
pened, and t^iat ,is how we obtained thie Worst features of poUuted .snburWaur 
"^sprawl. I wonder if something similar is not happening in response to Medicare?: 
^ifany people are receiving many' services, and new arrangements for service 
delivery are si>ringing up. But 4t reriiains to 1)^ seen if the emerging pattern^ are 
Opdmai: One hears that waiting arounll, theyiornei: may be kiddicare. where a 
V^lfiilar ^y^iexn for funding services for matertjin and infant c^ire w ill be enacted. 
tVell. ft is good to know that patterns of Unanclng are beihg thought through ari;T^ 
ara reaching fimitlon. But that does not necessarily iSiean that the best pattern 
of services will thereby emdrfe, any more than it did witv housing in subuthiav 
Indeed, even though most p^ple who wanted hpuses and could affor^ them wer4»^^; 
able to buy them, many questions remain about the quality of the hbu.ses ^nd of; 
the community Jitet)^it ensued. / _ ' . • / • /. 

It.is wteworthVpith^ that even in the housing area our culture il».t0^ng a 
new approach. Heniuid thetjitare^have started planning, designing, and hi^Uding^ 
new . towns; .pl^nnejPfeij^UfiBKs.' We Are not just using money: we are usins: 
Oiir ability to create. We are doing ^a little looking ahead, a bit of tWnking thcough 
before we bhlld. I suUjnIt that.If We were interested in consenring d)ev^l6pmentJij|; 



IJOtential, sbme'smch tblnkf^g mighfweill go into our apprcKacli tJffervices. Insur- 
anee-ean-do^fii^great-detfl- to. help- people get serviceSi-bufc i t^^s-not- the -only answer, - 
-and perhaps not theT)e8t answer. Alongside the*coverage, we had better do the 
hard job of thinking through' who needs wha't services and ho\v we deliver them. 
This is the direction I woirfd see our. future thinking go. 

In regent yeaxs, there has been ai>&tteinpt to thinly this way about mental health 
'services. for the etitire country. The Community Mental Health Centers were 
devised in order t6 do just that. Unfortiiriafelj^, they were never giveu a chance to 

• expand to the planned-fOr \*OYerage. ani more to tbe point, they Teft out the 
..services for cbildreh. Up until today; no one knows*" quto l)ow to put the children 

back in. In each place wWth 'elects and engages in soBi a prograrii, however, I 
would build in a grid comp^tely : all the jiecessary'services and -their missions 
to conserve developmental potential. I "^vwild hope that each such. site would 
becopie a catalyst for quickening the interest and exciting the desire for embla- 

• tion in^adjacent areaa Each community will certainly be an eicperlmental^ite,'a 
>ocioIogicaIttsearcb project, wherein, to study linkages, overlaps, social impact, 
iinU long-range implications. Given adequate backing and support, a lot of^eff^Xt, 
and a lot of luck, such an idea can take* root, can survive, and.can grow, Bawically* 
it means that't)ne has to sell ai^idea ; if that can be accepted, the pattern of serv- 
ices and their implementation will follow. ' 

But, when all is safd'ahd done, this notioiW)f a Jxrid of services for childreimnd 
.'families is only one model, perhaps a poor one. Surely, there are many ways of 
approaching the matter of conserving developmental potenfial. 

The basic point here, however, is that as a cultuTe- we need to ftnd «o«ie way 
to do this. It is worth society's efforts and energie*to try to devLse such a way. 
Indeed, to strive toward such a goal should he an urgent governing Inission 
4tf a culture such as ours ;' ta achieve it would be one. of pur, x^roudest^md most 
rma'gniticent accompHshments. s h - . 

Perhaps thiS is an ephemeral visicm spifi for you out o*f the cobwebs of my 
•ifwn mindsubstance. Nonetheless, 1 can only stateTliat I fVrraly believe that locked 
away in most of us are very considerable riches, a wealtli.of-creativity, and love, 
anji con.stjpuctiT^. energy that iiT fapt are never fully realized. To strive fo unlock 
this and allow these potentials tiieir maximal rcalixation are goals fully worthy 
of our common hum.j^njlty. 1 
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Statemext of the Amebican Association" of Psyciiiatkic Sp:rvices fou CiiiLDREr^ 

a ■• ■ ■ . ■ . . ^ _ 

Mr. Chairman, distinguished colleagues, as the largest orga^izatioji of Q\St- 
•^dren's mental health services in the country, the American Association of Psychi- 
II trie Services for Children, whose member siervioes employ over S,000 child mental 
'hc-alth professionals from all the disciplines, wishes U> cofnniend the stated intent 
of this le'gi.slation,'S. 1*392. - 

It is unnecessary for us t;o reiterate the declaration, of purpose ^contained in 
: section 2 of the bill. "We certainly agree on the goal of 'making quality health./?are 
:availal)le to those children whose .fan)ilies do n(>t. have such. care. In •many re- 
spects the CHAP bill does improve and expand upon the earlj; periodic screeining 
•<li.agnosis and treatment.pfogram/In fact, the iegi.slation appears to be responsive 
to many of the criticisms that have b(^u Iweled against EPSpT in the fe^v yeara 
it has been operatlonaL.It adds to the medicaid and EPSDT eligible popuhifiom 
those children under the age of 6 (although we would like to .see this amended 
also to include children from 6 to 21) whose family structure presently malceij. 
X\\^ju ineligible- for services. It speaks to fhe i.sfiue of continuity of cjire by con- 
tinuing eligibility for medical assistance for 6 months after the famll? is no 
longer medicaid efigtble' beea^i.se of higher income. It increases- the 'flnancial/*in- 
centivps'for t^, States by. au^^ijitlng the Federal match. It attempts to ii|iprove 
upon th^ qua^l^ ovcontinuity of care by asking tlie'States to enter into agree- 
ments ^ith cbmprenenslve care providers for health r&source, developme)^|$i^in 



aWas with^a shortage of compreheusive care Providers. And 
ment-for-aU-coiiditions^oimd in-the^ 
-and shoftsiphted exceptions ; namely, mental niness. mental retardation, develoii- 
mehtaldlsabmHes, and for certain kinds of dental ca^^^^^^^ ....^ 
1 Noninandatory Coverage of Treatment for M^mtal JUn^s^f^.^Thv limitntion 
pn the treatment of m«ntal illnesfs poses an ohvioi^ problem to those of us 
eneace(Mn the provisipn of mental health servif/^s ta this jjroiip of i)arrioul;irl> 
-vulnerable children. The bill as written in fact takes a regressive step froni the 
'orip:inal enabling legislation for EPSDT. which, although not mandating federa 
-finanXl participation in the treatment of mental illness, did mandate referral 
for treatment ^ryices. Mthe present legislaHon reads, only treatment service, 
presentlv available in the iflfUvidual State's Medicaid plans would be covered by 
CIUP/ 'Since -iiSfcittent svvit^^^ are now a,.State opti(ni as are dinir ser^^^^^ 
mStal health treatment services will ifot lie a<'Jilable to the CIIAr cbildren ii 
those state** t£dt (lo not incljide cliuic and inpatient servioes in their inediciiul 
plans Only 2i?fe;taies presently include rni^atieut services .: 42 include cliuie <eKv. 
. ices. Imtnbt all of the 42 include mental healthcUnic senice^^^ 

The AAPSC has questioned many of the DUEW officials who participated in 
the draftiftiof th« S. 1392. TVe vs^re told thnt the exclusion of mental healtli 
treatment services from the mahaaTory pro^isiOn^=, of. t,lie Bill was due to the 
lack of available data on cost and utilizatirfu of menltil health trejttnienj: st^rvioe^ 
by persons uni^er 21 year^ of age/ TVe find this reasoning "."t^"?^'^^-^" V. 
would like foluggest that it places us iu a 'iTatch 22'; §itjHition -AAPSC has- 
attempted to get data from the Medical Services Administration about t le eur- 
?ent exD^^^^^^ ^itii mental health services to iu(Uviduals under 21 in the title 
^OX prVamJo,! maSy years. TVe ImvfeJlsked : -IIow mmiy childrenjm. beiiur 
sT/^d in the inpatient program and ^^re the costs? How manv ch ildjeu are 
bel» served ^on an outpatient basis tfiiBft clinic, fvutpatient. hosT^ilal. and in- 
• di^-idual pi'ovider services and what ate those costs?"- What^ve have been^told in 
the pastls that HEW:doesiT't know, that the data -are not broken down thi*«fify. 

Up untH fulv of 1977, ^e were also told that HEW d-idn^t care ahouf colling 
such ^ata, that there were too many, other concerns about the operation of the 
medicaid program to bother with taking.a look at the experience m the-nieutal 
health area. When-the inpatient option beeaiue law wo e^en suggested to the 
Departmen't. that it would be rehlEUvely .Kiinple to collect the inpatient data on 
mental health services to Inlfllviduals under the aj-ft. of 21 at^the time of the 
iniHal implementation of the pr-ograth.Jnit our requests ^^^f 
In Jnlv. 1977. we. received' front ^l*e QCting director of tue MedicaW ^Bureau 
. written isj'iirance that thecoUectjou of outpatient cost and utilization data would 
become a high priorltx,ia,thei». fiscal .vear 107S evaluation plan. This assuranre 
cS a little late fc*#to apswer HEW's iusi..tence that the reason for the 
exclusion pf mental healtlr, treatment is the f^r^.t thrit so liftle J% kuowivnl o^^^^^^ 
the costs of treating ^^entoffilnps.^ in childreu.'Aetual y. not a P^^at/leal of da^^^ 
iviie available, but tlmt lR only 'because ittv oii^- has been interested in fnudiuu' 
studies that would permit the colT^loa^f snch rtuta. A policy^i>aper^ Tirepfiml 
?n public health anhlyst on the staff of the Assistant Secretari. for Plahnii^: 
. and Evaluation cites the fjick-of research resources as one of he primary reasons 
for. the scarcity of prevalence ^studies in the area of ^ "jll'*^" « 
conditions (John Demp.sey. "Handicapped ^bUdren and T>i«ahilit^ : A Policy 
Overview Paper- October 1976). In fact, this same faper state.?; that tliere. is 
verv little d#urate,data on the entire populntirm of liandicffpped children in the 
Nation; but that data in Ihe area of the mMitafly il! are i^^ost ^"^.^f " 

tafe the arguments-outlined in Dr. Dempsey's- paper oi^^tcp father : . there ha^i^ 
fe^Vieen no rfesources availahle for the collection of pre«aT^ce datj and. thefejiave 
^ t^n no re^»(^ces,available for collecting cost ^^^^^^^fe^"^^ ...n,^ 
• The AAPSC has attempted-to gather, hotli-from.its ow«feml»ership and from 
other sources known to us. what prevalence and. (^st/utiIiz*Hion data we could, 
given the resources we could muster to collect it. ^Vha^ ^e h^Te /on lul are con- 
fa Ined in^the tables appended to this.statemeut. Wluit Um^C^s. available does 
confirm what we havie been saying, for many years hasedjjj our own humani- 
tarian lnstinct8.-namely. that emorional disabilities-a« ^^^^^f "^^^If^J^j^t 
high risk children seryed by the F,PSDT program: that "^l^^^ childre 
tan te served by relatively short teftTn^ inten-enHoU. pnd 166^^'^\\ very small 
percentage who need the lengthier and m'ore costly iimatipj?t;JUi«esidential ca^, 
the utnizatipn and cost experier*e in the small sampling' of $l¥fte.s paHicipatin^ 
in the program, does^ot merit_6EW's decision [o^njove treatment of mental 
illness from the mandatory proylsion's^Of the bill aijpendlx ^ ) • ^ 
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Jn fact, we would suggest to the distinguished members of this committee, that 

-Sr-131>2-as-presentJ5-anistituted" provides an lTicenttTe"t6~tho5;e S^^ 

uot presently participating in the inpatient and clinic options to place children 
. who have been assessed by the program in t^e diagnostic categories where, states 
need not be financially responsible for treatment. This categorical approach to 
what is heralded to 'be a program promoting "more comprehensi^'e. coritiiiuin;: 
primary and preventive health care/* is contradictory to the stated purpose of 
the legislation. It would appehr to us that ifi^voiild l»e faf more rational to c< in- 
sider the CHAMPUS (Civilian Health ana :!ile(licar Program of the Uuiformetl 
Services) experience of limiting costs tlirough qualiU' assurance measures ?nich 
as peer review and st^dard setting, rather than arbitrarily delegating \lie health 
services relative to ^^otional di^^abilities as unnecessary and too costly com- 
ponents for inclusion Jn a coniprehenslve health care program. The exclusion 
makes no sense to us either from a humanitarian or from a cost efft^ctive ivyini-^ 
of view. 

bur experience in the field, our participation in preventive as well a^ diagnostic 
and treatment, activities have led us to conclude that for any illness it is far 
more costly in the long run not to treat it when it is first uncovered thronsyh. 
. ^ screening ass^sment aJid diagnosis. Good meiital health is ja, part of good com-' 
. prehensivediealth care; Ta.<»nsider itras a separate and distinct entity from the 
- *?itire ^ngcriTim of iealth Lrto cont^dict what has become a truism today : that 
in dealii^ with prevention, prima r^Hd. comprehensive health carp for any indi- 
vidual, you mu.st deal with the^EV'h6I^er|M..To be a little facetious, this bill^^t- 
tempts to sei)arate the«h^ad from the t^p'* Our experience has demonstrated 
„tu& devastating impact emotional dlsabffl^in a family member has on /in entire 
famuy. If the resources were made available to collect such data* we would he 
ablVt6\d^epuinsfcrate t^^pt ment a Tchild leads to loss of productivity 

in aiI=^^efttiFfe*&iii'flyi"Paren days 'from work h-ecause sehodl systems cannot 

■ defid'^tlf diMOpilv^B childre^i ^d sotrieone mu.st Jbeynonip to supervis&/tne child. 
Unt rea ted '^imfiinties citri*jGa4^ act i n g out i^oblems in the a dol es?cen t 

years, probleiiks \daieh ^stice'systoifi for months, oven 

years 6n«nd. ^h.ie.A^ stajtin a juvenile detention facility 

, in the. 8tate,5i:5JevE:?ii ^SjiJScNiP hearing the cost of those 

placements, nS^j^MS^.futiiire^^ if the children were 

* * given access {J^t'-eatillent i-osources at RQ^ariy^ge; • « 

We pay a lot of lip service to the f act Jj^t chijtfiren are our most precious 
• res.ourc^nd that the jcruardianship of tJieirTKg[lth'is one of the»most important 
actfyitl^jcse aSa societi; c^n pursue.. To say then, as this Iiill as presently written 
appears to, Say,*ttiat we don't care al)out their mental health, is tantamount to 
saying that we care about our most preciow,s resource only s%long as , we don't ' 
"have to deaLwi|ii t^e uncomfortaJblo fact that we may have to channel sonio of . 
our fiscal resources in* new directions if we are. to insure .the future health of our 
Nation. - - 'k; ' i k- ' 

. 'We would* snggm, then, that this Cbnimlttee drop the present exemptions fon 
: manda^p^ treatm^t services froift this legislation. We would like to see FedeiUP 
. reimb«rsen^ent aVdilable^for all health services foi^roblenis uncovered tlirough 
screening a ndrassesment. < ' i^' '. ^ ■ ■ « ^ ^ 

There are.severa¥j^ilfer Areas of tlftj Bill to which we tV9nld like to-eaU^'Jfeiifr^ 
^ • attention, * ' ' / ^ , 

Z* jStrcnffthcningi the Outreach compovcnl of the proffrrrrtfT^^^ir own experionce 
' " in providing j|jBr vices to the low income population has taught wf that an effective 
7>utreach program is one of thdomost important pieces in ^isnring acces^b care. 
Currently, States jnust inform families . with Medicaid Mg[ble children about 
BPSDT and encourage'afia heliriheni to*4itilize ^;^r\Mce.<^. ; 
' However, itiad^q;oa«:e oiltreacH is demonstratecf by the ext%^ely low rates of 
' partlcifiatioi^ in EPSDT. Approximately 25 percent of eligible children t\ere 
. sOTeened in ^tfie last year. 'Few spates use the method of outreach known to be 
^JiSo&tpfi^tive in reaching Idw-incoibe facilities : personal contact by those people 

^J}^ triisted b^ them. For a relatively, small cost. 
tiie-'llMA^. i^^^ ^ greatlv strengthened by: (a) establshing per- 

r*'; : 1^ for outre^ab witch require^ States to as.sess a reasonnl)Ie' 

j;^^l»i^tlbtf bf.fellgible childftnji||b) firovidlnjE financial incentives for outreach 
*K fiv^T^tL^g the Fedglt^ match to 90 perc€»t to States for. outreach services 
'^V R^^wntt^^f pti^a*^» 1^ or indlvlduala with strong com- 

WLi Tn«rtUy :tdes-J(e.^w^ community cUnics,'«c. ) ; (c) requlrTOr 

''A * -Stfrtel to.earmarfc a emari^ of fund3 for, piililij! education and for efforts 




l^eW outreach ^oenxn tbit mandates the use workers and/oflpganlzaOons 

'TEn^iiZ'^^S^d Providers to Participate in CHAP-On. ot the 
prok^T^reSSfled to tTe stndl.es of-the operation of t^e EPSDT^ P^^^^^ 
that many of the qnallfled pro^ders have chosen not topartlclpate In the pro 
Stm re,S^nf for -this^re varied but S. 1392 ^^"Vr^kd^ to 
oenSvcs to paWcipatlon. The AAPSC recommends that CHAP be amended to 
^^Sre States to idWJtUy qnaUfled providers, Including child mental health prac- 
tlSrs^d to en^Mge ?Selr participation In CHAP by offering- sattefact^ 
aSrtTtive arrangements such as adequate reimbursement rates anfpromp 
cSms^ent wTwpuld urge -that the Secretary be required to review each 
State's nerformance in mis area on an annual basis. • j «io^!fr 

T^e critaS^ln the blU defining CHAP providers should be modified to clarify 
th^fLt dBfc^ers^Xas Head Start programs, mental health chnlc pro- 
Sm^et^WcTcLn aWe thrft children receive CHAP services do qualify, 
even though they themselves do not provide all services. . j j octnWish 

I Beg^ng Performance Criteria^-^AP should be amended to _establish 
performing? ^teria that StatesUe^^e^^-n^eet ^^e CPUer^ 
dude the Enrollment of a reasonable proportion -eliBibte^chlldren la Pro 
Bram and the provision of the required assessment '^""^H^^^^^^J'^l.^ 
'ipcretarv should be required to gather data on an annntrt" basis in order to assess 
Sta?ll^^rtoimance^ SunI eligible children in ^CHAP and In prpviding a 
riasoLbfe pr^r^^^^ '^^''l'*' assessments and.treatment 

s«v°ces OT^hoS^re^uf^ that all States meet aU program Aquij-ements an. 
that tie skndUons available to the Secretary be used for any lapse i* program 

""^Vevelolina States dapacity to Deliver CBAP Scrviees—^^ CUAP pro-' 
..LK mie XIX «in be distinguished from the rest of the m^Icaid iJro^am 
bv'*?hTlL'?- tha'^'stX a^e char"^ with seeing that <^^^^^^^--jm.^Zt ti^e 
tL program If the program is to be effective, then States must sd^it that the 
tSsUrsSvleeTlre in^lace for-tte children in "eed This reqvdres a planning 
.nrt.1 administrative c6mponent which Is not adequately addressed^n »• 13!r 
^tntes should be reouiredto submit to HEW an annual plan, developed with the 
m nortunity for s^h^Sal public iqput. that indicates how tbe requirements o. 
•"S arey?4 met It should b« i-equife* tllJit this plan be utilized by the State 
Ilenlt^ Planning Agencv to facilita?e the integration of planning fdr adequate 
health Ses for^chlidren with the planning for the Stlite population as a 

"■-We-realize that medicaid in gepefal and CHAl' in particular a^^^^^ 
mont raAr-hnnisms and not what are usiiaiiy considered tO be healtli service pro 
?™ms^erthetess wrLbmit that with this requirement. CHAP can become 
i™Sfe^rveh?de foMdln^^^^^^^^^ shortage areas, and with proper and adequate 
aSmfnffiiive support and monitoring can be ridenUrying^^^^^^ 
health dftUvery and health planning programs to .aid Spates in identirying anci 

^17^ Affirming our -PPort ^^r ^he i^^^ 

; ffSSlAP Ipcislation As one of the participants in the AAPSO con- 
1™ ofM^SmS&ning and Assessment in the EPSDT Program oh^ 
sealed In a working paper prepared for the Conference, one of- EPSPTs siCTif 
lriintcohtributioa[l] to the field of child health^as been to ""P^'^e-;. ^/^^^^^^ 
heal h syrtem's'lJitblllfy to provMe comprehensl*and XSarle Foltr'ThI 
fnr noor children even given a financing mechanism. (Anne-Marie toitz, xne 
Polll^ DUeBiM^ J^nlng-an Cost-Effectiveness." February 1977) Many of 
"the wM^^ilure can be dealt with if the Committee accepts our sug- 

^^l^^A^KShas^'^^^ t.its report Developmental Be- 

-vJew in ttejKT program, a copy of whlfch is appended to this .statement. (Ap- 

^'^"ThL'^leriJSlantllorizing EPSlXr (CHAP) makes it national p<flicy that the- 
devSSof o^ chirdreh.^our futureTcitizens, lie safeguarded as to^nsure 
ttat eaSi child jeaches maturity functloning.it a maximum level of develop- 
ment ThJs3l8mg«t^^ the study, and-the treatment of disease, 
^^e WShipJ^e health of children Is in thq naUonal Inter^t as yell as 
ihthftat^es^oft£rtn.Jividuals:>i8 is the" essence of 1:PS (CHAP). 



-ItfavjQminnajB^htg Compiittee-has-tbeloM^ortTinffy to tynnsfnte t^)f^ sfntpmpnr 
into realits. It qPnr bope that you will do so on belialiF of all children and youth 
In need. ThankjBra very qnich. 

' AFPE3TDDC I 

"'^[' TITLE XIX STAtE I^PATIEXT DATA " - 

State and County Mental Health Inpatient Ts (107G): r 

•* • , . ,■ 

■■ ■ ' . - 

- - Total Federal - 

' ~ ~s ' ^ 

Incrwst county hospitili „ ,1,600,000- Hfc^ 

SMihospitab , 1.531.700 W.OM 

Prior pliD A _ j 3.766,200 2,259.72a 

Total tmeXIJC...- j.,.,.. fii-^ 6.897.900 ' 4.138.74t 



Peiinsylvania 

12 State-owned an^ operated hospitals. (1 specifically for childi^en and 
adolescents J . ^ . t * 

■ March 1977. 300 children^ and adolescents In the hospitals projected annually, 
^«,50P.OOO Federal assistance <$2i;666.67/child).' 

]^8tern State Hospital (TrevoseJ, average length of .sfeiy ; 
Length of time: , Percent 

3 moq^s to 1 year — — ^ — 25 

- 1 to 2 years . : 1^ '»0 

2+ year— — , : 25 

Reference: Correspondence to AAI*SC from State, Depaitnieuts of Public 
Welfare. ' . 

AAPSC SURVEY OF MEMBER SERVICES^1975 STATISTICS - 

IData basqj on 70 r>spondenb] 



Children seen 



Settinf 



Total - 
numtter 



Percent by sex 



Percei 



Boys 



Girls 



0to5 



6 to 13 



14 to 18 



Outpatient 

Partial hospitaJ/day care. . . 

RoskJantiaf care 

InpatMcare 

Total 



43.707 
2.001 
704 
1.621 



62|J 
69" 

77. a 
61.3 



37.9' 
30.9 
22.2 
38.7 



9.9 
26.2 
.5 
3.7 



571 
34.6 



35.4 
11.3 
44.4 

61.7 



48r033 



62.6 



37.4 



10.2 



54.4 



35.4 



' Income otcaseload 

' . . ^ ' y' ^ , Percent 

43,000 and under ' . .^i — *16. 8 

: 13.001 to $7.000—.^..— — ■ — — 23.9 

$7,001 to $10.000-.r>: • ^^3^.^z. . 21. 0 

$10,001 to $13.000- - — J- . 1^- ^ 

$13,001 to $20.000 i-.,^__.:L'- ipZ- ;13. 1 

. More than $20^ — Jl^— .gp:^;..-* — i ::-.w.Jl-^- ' > 4 

Ntunher of visits required for diagnosis:^ • • 

, 1 tt 4 I^Jt — ^1 r--- 



* Percent Percent 
served in terminated after 



A. Outpatient (houn): 

1 ta6._ , 

710 12 

> 13 to 30 , 

30tD90 

jOverSO 

B. Daycare (months): 

0153 

3 to 6.^.. 

6 to 12. 

12lo24_. 

Over 24 

lto,3. : 

6 to 12 

• Over 12 ..--^ 

D, Residential canter (months): 

0 to 3.- 

3 to 6 

6 to 12 

12 to 24... 

Over 24 



20.2 
2a2 
.26.7 
25.2 
7.8 

11.0 
12.2 



* 

25.4 
29.9 
314 . 



id.o 

13.6 
23.5 
44.0 
8.9 



20.2 
40.4 
67.1 
92.3 
100.0 

ILO 
23.2 
60.6 
92.8 
100.0 

11.3 
36.7 
66^ 
lQp!% 

10.0 

a.6 

47.1 ^ 
^1.1 
. 100.0 



r' 


NEEDED SERV1CESJN OECREASING ORDER 










All ages 


0to5 


Otol2 


13 to 18 




1 

, 


I 

2 


i 

2 

^ 4 


1 
2 
3 
4 

5 
6 




, . . . . .... 3. rj 

. 4 

... I 5 

' . ^ 6 




c-4- 

3 
5 
6 


"5 • 



Percent 
- 12.,0 



Concerns (top 5 in decreasing order) : 

1. Finances. 

2. Program evaluation. 

3. Quality assurance. 

4. Staff salaries. 

5. Training.^ \ 
Soufltfts of IJjids to agencies : . 

Voluntkry (United; Way, etc,) — 
Fees: ' . . . ^ „ , 

Patient, self pa/ll ^ l 

Patient, insurance- — ^t- £ 

Fees: Contract for services (corisulation and (educational, etc.) y. d 

T^tl'tax levy- — — " ' ^J^*^ 

State allocation — -r — ^'J: 

County and- city- — — /^ "^ 

/Federal founds: 

St|ai"K .g[rant— V— t ^ >r 

Parr P, thildrenV services-:^--— . — 

Resea;rch— — *- — >i-r- 

»- . T^tleXtX — — -— 
Titie XX— — 



3.3 
2.1 

.4 



Endowment funds — ^-^IS^v 1- 2 

CISJIPUS — ^ -rr— — 1- 1 

other ..-^ «• 3 

\. Percentf 



Allocation of State moneys : X, 

(A) Directly — — 

, Via local government tody — - 

< B)' Difficulties with restrictions placed on filn,ds : 



• Yes — — ~ 

•Spme get mone/s both ways/^Tierice pefcentaf^ totals grsffittT than 100. 



. 35 
75 

Perceht.^ 
42 



— juu^ tyo8$/Blue ^ hiM^Fed i r4 il-{mi'^ — 

laigli optiom—basic o 
\^ — 5.6 claims per- 1,000 cprered population for mental disorders. 

* percent of^tcial clai^ - , yf 

* . ^ Ben^ts paid $I.4& per pmon covered (3.6 per^t.flelal ^^^^^^''^^^^j ' 

3Iigh optiw— supplemental ( nonmember hospitals) ' _ (percent) 

^ 1.2 <daim».per '1.000 population-—— r-T-Vj^5^:^-^--^^^^§;^' 

[ ' $1.28. per. covered persons — '.^ 65. 2 

Ih i ffh option-^8UM>leniental ( pl^icians ) : - . . T 



^.8 pei^' 

$a75 pit 



(18.7) 
"53.4 



5 tptal (after dedtfctible aii4 colnstf ranee). v. 

Ref erence : Louis S. Reed, Ph. D. Coverage and Utilization of Care for Mental' 
»Cimditious under Health Insurance Various Studies, 1973-74 Americ&n Psychi- 
. iitric Association, 1975. . ' ^ 

*' . *' ■ 

^ABLL12.--BLU£CR0^AMD BLMESHJELD PLANI^R FEDERAL EMPLOYEES. HIGH OPTION J973: BASICIIf PATIENT 
HOSPITAL BEHETITS FOR HENTAL OlSQRDERS. BY AGE A N 0 SEX (I N GENERAL HOSWTALS AND MEMBER MENTAL 
HOSPITALS) . 



A|e 



Male 



Female 



Total 



• S AdmMsions— fate per 1.000 



Vnde? 19 
19 to 34. 
35 to 44. 
45 to 54 
55to64 
v^an<l«i 



AUafes. 



f^Jndw 19 

19 to 34 

35 to 44 

45 to 54 

55to64 

^and over 

Allagei. 



Under 19 <«. 

Mto34.. y..— 

35to44 

45 to 54 » 

55 to 64 * 

65 and over..,. j 

■ A. ■ ■ ■ " 

Allates.t 



Under 19... 
19 to 34.... 
35to44.... 

45 to 54 

55 to 64 ... 
65 and over. 



Alt aees. 



1.3 

7.1 . 

6.3 

7.6 

6.7 

3.5 


1.4 

9.2 
10.7 
10.1 
. 6.9 

4-0 


lL3r, 

8.3 
8.6 
8.9 
-6.8 
3.8 


. ^ 4.2 


5.6 


4.9 


4 Days of can 


»— rate per 1.000 




34.7 
149.4 

86.4 
103.4 
100.0 

60.9 


^\ 

163.9 
169.5 
165.7 
125.6 
74.4 


J34.4 

157.2 
130.D 
134.7 
Il2v5 
. 6&0 


73.3 


100.1 


86.9 


Average length of stay (days) 


27.3 
21.0 
13.6 . 
13.5 
15.0 
• 17.3 


23.8 
•17.7 
15.8 
16.4 
18.1 
18.4 


»25.5' 
19,0 
15.1 
15.2 
16.5 
17.9 

> 


.17.5 


^ 17.7 


17.6 


Average covered charges per covered person 


$2.39 

ia47'^ 

• 5.82 
7.08^ 
6.90 
2.66 


S2:45 
. 11.62 

1L46 
.11. 39 , 
' 9.16 

2.75 


<S2.42 
Il.ll 
8.77 
9.24 
8.fc-^ 

. 2-71 


4.98 


6.90 


5.' 95 



1 27 pet of averag* rata, 
s 40 pet of avAraga rate. 
.* 145 pet of anraga rata. 
« 41 pctof average rata. 



.'f ■ . : '88'. , ' 

T ABU 11-BUIE CROSS Ai?D8LU£>iHdWFE6i EJ UUtystU)Pm ^^ 

^ . ASFEiKforroFWJitfolALLCONDmofts ' ♦ 



- ' Atfhilisnm^-filfr^r 1,000 



. w * P ^-^ ^ Days of care— rate per inWO 

OlDlS " • . 249!4 sTT 13.8 



AO. 



OtolS.. 
Ai..... 



Covered charges pep^rson 



$25.33 $2.42 9.6 

-«.61 5.^^95 6.6 



TABU 14.-Bl.UE CROSS AND BLUE SHIELD PlA* EOR flDERAL EMPLOYEES. HIGH OPTION, 1973: BASK. 

;«OSPltAJ. OUTPATIENT Bef<Mi|n MOITAL DISOROER§, BY SEX AND PftfE ^ . 



' - '/ . • • Male Female Total 



Under 19 ..-...^...-V-VS^- 

19 to 34 - 

3510 44 

J510 54 - 

15 to 64 .- 

«5and over.-...: 



AH asel.. 



Under 19 

19 to 34 

:35to44..-- 
45 to 54^.-. 
55 to 64.... 
65 and over. 



Alleges.. 



Admissions- 


-rate per 1,000 




ai 

.8 
4 . 


0. 2 
1,1 
1.6 
1.6 

1. e 

' 1.0 


> Q.2 
«. 1.0 

r.i 
1.1 

.9 

-7, 


.4 


.8 


.& 


Covered charges per covered person 


SO. 02 

.02. ^ 
.01 


.04 

.01 


(-) 

$0.02 
.03 

4 


y^l 


.02 




\ 



I 33 of average rate. . ^ ^ 

»L«Jttia«iHonct \-* * 

TABLE 15 -BLUE CROSS AND BLUESHIELD PLAN FOR FEDERAL EMPLOYEES, HIGH OPTION4973: BASIC SURGICAL- 
MEDICAL BENEFITS FDR-MENTAL DISORDERS, BV AGE AND SEX / 



Age 



Male m. Female To^» 



ln<hotpital jnedical claims per 1,000 



^ Under 19 

Xll9ia34„. ^ . 

3510 44 J. 

45 to 54...:.. Z 

45 to 64 

t^'65 and over 



All ages. 



Ubder 19.... 

19 to 34 

35 to 44 

4510 54..... 

5510 64 

tfjaAjivtr. 



' 1;3 

7.7 
3.3 


1.5 

9.7 ^ 

11.8. ; 

. 11.4 ^ 
7.9 
4.3 


« 1.4 
8.S 

.9.3^ 
" 9.4 
7.2 
3.» 


4.2 




5.2 . 


1 Visit days per 1.000* w 




^^24.5 
103.7 
, 70:4 
f 76.8 
70.4 
35.7 


' 26.2^ 
123. 9 A . 
.4 131.4m ^ 
• 125.7 
94.4 
51.8 


♦25.4 

101. r 

82.^ 
44. L < 


52.7 . 


76.1 


64.^^ 



89 



TABK 15 ^LUE CWS^ANOlHUE SHIttO PlARfOR FEDERAL EMPLOYER HIW OPTION^-lSh^ASKTSlrtC 
MEDICAL BEIIEFJTS.FDR MENTAL DISORDERS, , BY AGE AHD^EX-C«ntinued 



Femare 



ToUl 



191B34I:.... 



. Senefili paid per covered person . 



35to44^- 
€5aodmr. 



-f 



-/ 



ABiftt.. 



> so. 45 
2.14 

1.39 
- - 1.49 


$0.50 
2.52 
2.72 
2.Bf . 
.1.85- 
,72 


•ID. 47* 

•2^35 
2,09 
2.05 
1.60 

.62 


1.02 


1.52 


VI. 28 



»27 



pcrcaat ^ avtrM* nti. . , <^ 

s 37 pcrcmt gf avwait rate. ^ - ' 

Sovm- Louis S. RMd, Ph. D.. "Coverage and Utilization of Care for Mental Conditions under Insurance Various 
Studies, i973-74**. Amtridn Piydnatfic Association. 1975. - ♦ 

TABLE 16 -BLUE CROSSAND BLUE SHIELD PUN FOB FEDERAL EMPLOY£ES, HIGH OPJION. 1973: SUPPLEMENTAt' 
BENEFITS FOR MENTK DISORDERS. BY AGE AND SEX • 



Asa 



rlf^ w... 

19toM_:--._ 

35 to 44..-.^ 

45to.54.^' 

55 to 64 

^65«Mlovtr..^ 



AUagai. 



.Undv 19 

19 to SC.- 

35to44_ 

45 to 54 

.55 to 64..... 

•65 Mlover.^... 

• ^ABaieiier.. 



Males 


Females 


Total 








Hospilal catts per 1.000 population 


, 0.8 . 


0.6 


• a7 


2.9 


^4 


2.6 


1.2 


2.1 


1.7 


1.2 


. 2:2 


1,7 


1.1 


1,5 


l.*3 


.8 . 


^1.0 


.9 


1.2 


1.4 


1.3 


Pttysicians' services— cases per liXM popubtioa 


• - 7.1 


4.8 


<U 


44.9 


59.1 


52.8 


32.7 


44.0 


38.fr 


. 17.3 


26.3 


21.8 


8.7 


13.7 


U.l 


3.2 


5.7 


4.5 


: 0 16.1 ^\ 


2L8 


19.0 



Hbspltal cfaargas^ person coveft^^^ 



Under 19 -w-..^......-.t. 

19to3%..... 

35;lir44T.-,-.^ - — 

45to54-^'.-.?I -: 

55 to 64 

.<65.and^«Kwv« Jl%..-. 



AHafes. 



Uoder 19...^.... 
M9to34 

35 to 44 .' 

45tt54 ..... 

55 to 64 

. 65 and over. 

All ages... 



Under !9 

19to.34 w-ru - 

35to44_. 

45lD54i , 

55tH4 ---"t - 

65 arid over 



ARi 



''S0.98 
3.75 
.92 

i.or ^ 

.1.0? 


so. 74 
2.28 
L55 
1.92 
LOO . 
1.29 - . 


»S0.'i7 

IS - • 

1,47 

,1.30 . 

n.i6 


1.34 


1.36 


l;35 


Physicians* charges per person covered » r' y ^ 


■ M 

9.« 
^78 

1.62 
.37 


SI. 10 
15.95 

■t. 


n.02 

10.04 , 
4.65 
2.15 
. 46 • 


4.26 • 




/.4.77 


Total supplemerOal bi 
per persl 


inelfts paid t)y program > - ^ 
>n covered ' 


S2.45 

15. 01 • . 
8.78^ ■ 
4.14 * 
2.33' 
1.42 


SI. 71 
15.80 

10.77 - : 

6.83 
* 3.91 
^2.30. 


>|2.08- 
i5!45 

.9.82 
. 5.49 . 

3.10 

1.88 


'.-'4.90 


5.93 


• 5.42 






N 

\ _ \ 


# ■ ■ 







) 54 percent of averafe.r 
percent of average. 
• 38 percent of average. 
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PAID FO^ MENTAL DrSOtOtSS PER PERSON COVERED. BY AGE AND 'SEX 
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$5-29 


S4. 67 


27.63 


- 29.96 


16-01 


24.99 


, . 12.73 


20. 87 


10.60 


a4.95 


:4.59^ 


^ 5-79 


10.91 


' 14-37 



SoorarlMif S PV D., *^Cover8ge aii^ Utilization of Care for Menftl Conditions Undet 

taranc* Variout Studiw, W?^*/' Amafiean P i | i lfcr iic AMOcia;ion. 1975. . 

TABLE 6.~NUMBflrANp CCWt OT PSYCHIATRIC SEflVlCtS PER l.TWO BENEFipUlllES. BY ACE Al 
^ Jj^ttffoai Quebec Health Insurance BoaiUJ 
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Male* 



Female 



Total 



Nun 



Cost . Number 



-lb. 



Otol . 

1 10 4...1. ....J.— 

5 to 9..-^ , 

IDloM^..: ^ t 

l5lo24}h , - , 

25 to 34 , 

35tDX4; i , 

45 to 54. 

55 to 64 

€5 and over - 



4 

10 
27 
36 
96 
190 
180 
104 
144 
83 



$45 

120 

* * 396 
551 
1,435 

3,150 
. 2. 871 

2.446 , 
tr-2>.048 

1.092- 



3 ' 

6 
17 
25 
154 
373 
361 
285 
215 
127 



$45 
84 
23 

373 
2, 549 
6, 379 
5,834 
• 4, 207 
2. 957 
1.633 



3 

•22 
30 

125 

281 
- 270- 
^226 

181 

108 •. 



Total 



110 



f;7do , 



191 



3,030 
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fToUl 



'34. 98 
28. 93 
20-71 
16.8? 
12.73 

. 5,22 
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$4S 
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313 
464 

1,987 
4, 770' 
4, 352 • 
3,34S 
2. 521 
1,401 



2. 378' 



•« Average: Ages 0 to 14-I6^gw0 to 24-38. _ ' 
i Averyga: Ages 0 to 14-$231; an« 0 to 24-$5G. 
o ^ 1 • 

t/bLE 7.-AVERAGE COST OF PSYCWATRIC SERVICE (COST PER SERVICEX BY AGP AND SEX.,1973 
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I to 4 : 
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45to«4.^ 

5frto64 ^.1 ^— 

65antf ovarii..*—* - 
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0 11.85 
^ 14. 53. 
15.27 
14. 94 

• 16.63 
s 15.92 

* ^ 14r87 ' 

14.23 
'. 13.15 


$16.57-^ 
13.31 
13.14 
15.12 
16.53 
. * 17.12 .. 
J/.' 16. 17 -. 
•"^i: 14.77 
13.75 
* 12.83 


$13.17 
12.39 

• 14.01 
15.21 
15.91 
16. 9S'- 
16.09 
« 14. 81 

^ 13.93 
12.94 


15.39 


15.83 ^ 


15.67 



IWt-^W»p:il»i0 toJ4. tll70;ig» 0to24.$14.k . , " 

Sourct- Louh S H—i. Co«n|e imJ UtiliJ*tlon-of Care for MenUI-Heilth CondltJonf under HeilUi Iniwinc*- 

Virious StudiM, 197>-7^'' Anierica|| Pjydiiatric Asjocutloti, 1975. ' . . 
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- ^) Up than ptiUzation of mental health* services ror4)ast 3 <^ea».' 

• (1.82 percent in flficalypH975). * ' . a • ' • 

(2j Per .ti«er?per year cost for mental health services, in fiscal .,ye)i^ 1075 i*' 
eQiialsc$ltl$l le» c<tfiuBiirimce ana deductibl^^^ ^ , . \ ' . v 

Oiiper capital basC^: mental health fierrices/persoa equals $20.90. 
-O). Mental health serrices^nsed 17.7 percent of t^tal health benefit fund. 
ArertTgedurationof hospit^stay (sliconditions) eqtialssVaajs. ^ 
Childhood behavior disorder : average dofatlon equals 47.'^ days.' . ^ ^ 

Personality disorders : all age aves»ge dontioh equals 20.4 day$. ^ ' ^ 
Age 5 to l-^yerage dnratian eoriala 53 dam * " » 

TM«^^«Mik^il2ophrenla4ndagedltol4: '^/^ V 

I all admlssiohs in diagnosis. '^^P' X 

•f hospit^ days (58 dayraverage 1 IP54) r.(i2.1.days-areras^ ^ 



Diagno 
4p 

18 L , „ 

^ aUages). • * . ^ ^ 

• * . ^' ' PERSOHAUTY OlSOiJDCIU , . 

- ' . • .'^ ^ - ■ • - ' r^—f — — 

" *^ Adiiilfiions HospHBldtys Average stty 

Aft . « _ ^ (ptrctot) (percwO (days) 

V . ' ~? . ^- ■ ' ^ '■ = '■ : ' 

'ftou : . 12 '31:/ 53:0 

.AH am r— -s..-:. — T." '--VK. 100. , . lOO-^ 20.4 

■ ^ ^ ■ . ^ . . . ^ 

• Soorea: Draft of piptr Mr HerbwrlMM, Pft. P., Langlty Porter Institute. Untvenity of Calif orpii. Stn 
' - Franctep, Calif., Feb. 10« 1977. . ' " ' 
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if 218 . 


312' 
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f,000 

: '.104,000 
S4},{no 


,•30.3 
.. 3.3 
■ 20.7 


36,300 71 ,, 
7,!00 1.1 

m 7.0' • 


li 44 

1' ■ r 8.3 


11.1 
■,5.4 
, 211 


3i5- 



8,00L„„..._y afca lfij.g ^ .34il^uJ5fcll. 

:C<*pit)iiiit»lliealtliceiiterj.... : * NA . NA NA. HA , 271.1 ......•:„... a 



^)Ottl|)ill«iit|«yehiatriewcej..: IM 44.8 399,1X10 |L2 31;i 35.8; 16.7- 

./. ' ^ i_ \ ' — 1-:., — 
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I EidydH inttient (liycliiatric jervictt of VetenniAdministration hospitals, i . Source: Statistical noteio. 9, DNEW/PulMtl^ Services, ADAMHA/NIi, Divlsioi^'ol Bi* * 

>Ditiin.f6r under 20jir'a|e (roup, , .v \ ' ■ omttry and epiderniolojy Suriiy and RepoitaM, W^^^^ 

MFiiurelsliown for 1966 represent leyisions of the 1966 data as sbn in (ir^ lion No. (ADM) 73-158. ' - '' . ; 

NA'lteh2|ljcilil«--^ly a few of jliese faciliti'es be^an fundionini in this year and reportini was " ' 
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'ij '^ 'f ' A * ' - -'-^ — —J — riJ-i - . ■ ' » '" ■ ' i , 

i S 1971* 'IW ■ B ' '1366 ' .lAi '1)86 Wl 
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: • ' ' ■ ■ . ■ - • • ' ' . /' -''y 
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VAhofflitib 17fi.il iP - W W M,M 7l9,W ;W WlO, 
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4i^Hfv'^.,.. m m m m 39^:^^ isp m -w 
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22.5 
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1 41.1 
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-7.0 
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.Cluus,. tunent Mti».ftpi)iti^»ri()'P-2S^ No: 4^; 'M!s. '6iif 
w,ftepo(t''Jt(iMFaiil|a2fi(tablesli^^^^^ 
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' I'. 



f 



9 t 



^:are un^r 20 .ears. 



f are additioba 



"OtoIS 



AH ages 



Wumber Percent Number 



Percent 



, . . !■ ■''/-:■■■"/ - '-^-a ino rii •ia'4 9 388.619 ' IM-O 

„^.ii........,^:.::--^^:A>.-i;^.j-^-f«f.«J , if;? ''^ 192/ 100.0 



!; ^^'irS^^it S^'i^-M?^^^^^ (118,748/432^0). 



Otold 



All agn 



f4umber 



Percent Number;;.' Percent 



Adl services — ^. 



U8.748 ; / . 100,0 



100.0 



. Inpatient. 

■ OBlpatiiwt:... 
:; pirtiai..;;-,- 



8 8 75,-900 : 

86,4 335^64$ 
4,8 21,092 ■< 



17.^ . 
>7J6 ; 
4.9 



fttion and torjjis 



ms {26i center^ - . 

A Pdpulatiott under 15 is 28.6 percent total ^j^te^eji 

n^^^^'^^^ catchment, popi^lari^n and fo^^ 
percent of patiefnt additions. 



AllageJ-...-.- 
Under 15...-..- 
'Unj(Jer25.. 




Addition as per-.' 
CMHC cent to total 
additions population 



39.172,1^ 
ll.2^.6dl 
X8, 343, 669 



419. 107 
70,004 , 
182,985 



i,07 
' ,62 
1,00 
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.NiHjnauiio PtiRccMT ti^iu^pTic^ nnvn &i^Emtt)ES aiiodt iri4k NV^^ mental 

• ^ : . • OlSbROEi, BY IYK^ WYCHIATWC SmiCE. UIHTtD.'SWTO^ Jf- 

' . --Totif^'----' •• '. Totil . JliM 

ly^ 0* mwitrt drtordv, . Ptrcwit services > f>«s»ii|ffr 

Tolifr^lm^ disorden.../.,: -^^ lOOiO aLazi"^ il» " JMf loac 

Meiitai relwtirton.::-:^ /c^^ 55, 2« tT ' -5.835 ■ - .^H^K- 5 

.Orpttc bnin syndromes (exdoding «>cobol ■ ^K^^^ >- 

intf^rui), ......J...., - 19,128 2.6 • 3,649 ■T-- '5 «M* Z.-* 

Schinphrema -..J....:....:... 42,;035 ' 5,7' 2a,/341 '^■fe-. ^iiiim 3>3 

Oepretiivedi0ftfer3(j»ychotrcMdiiettiotic). . : 2 3,3 ^ n ^mzm^' 2.5 

' Other psydto&cdtsonltrs: '.2,408' .3 l.JSS- ^ \ jb? 2 

Alcohol disor^t... _ r/Z»V2 .3 870 8 il3 2 

Oisordars essode|ed with drifObuM. . . ^* U 072 1^8 / 7,357^ ^ 5 nfe . 3 

AH othwdiaordeTs. ...... ^ 5 84. 707 *79.S '/62.n3 «t ^ ^7? ^ - 

. . . '^ 4— ^.r- ' 1_ 

^ > IndMlB sum sod county MH/PMH. GHiPU. CMHf 's: noduOM VA nospcUls M?«iMfrtti«* *'«.V,'neiB:noters lor 
^emolMMiNir disturbed childrerL ■ V -.. « 

NUMm^NO PERCBTT DI5TRiBUTtf>W OP DISCHARGES tmDEHr-18.YEARS B*r^r Qf MdfTAl USfflBOSR.' BY 
4 TYP£ OF PSYOHIATRIC SERVICE, vmtfj^lfiVEL - 

oqfChiatnc l ii ^ ii M Mgsg 

uype of mental disorder ^ otastiarges r mm m. H i'««tttmM Pemnt 

Teial..... : , 70,085 Hf ^ -!3,<y^ 11 0 

P •MeflUMacdatton :...r,...^,.. 4. 427 ^^T" 23,77r^ 8. 1 

OrfvMratn syndromes (excluding arccnl and drufl)„....v 2,170 -^BF $.320 Z3 

OepeiiwediaordefV (psychotic end 5,' 553 5.'b« '2.0 

Otheri«Bycboaes....^ A 723 -38. 1 

Othera^woses.-...,....^..^../.. J_ 4,277 ^^^^ 3. 0 

Persoaility disorders... 6,35? j^^^B^ 2:?;772; ^ 8.1 

. Alcchd disorders, .t^ : .\ > . 750 oB^'^^B zn , .1 

DisdniBnassociAed with drug abuse.., ,1743 ~ , .a092 .7 

.•Tr anM ae U situatioaai disturbance iC9» . ; . ^ «»3I7 30.5 

. AO ether disorder...-.: , ; H324 4y '^ffsai C2 

Source: Stitisttca)- note Ho. 90, DHEW/Pubflc Hearth Service/ ADAM KA>9»IMh ')air^ ^ Biametrk- Survey and 

' Reports Branchy Rxljville. Md.^ July 1973. DHEW publication Nel (AO|i0.73-lS8. ; 
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JtESinECJTiAL Tbeat^^ent Centebs fob Children. (197^ 

As of January 19T4 ' . . < . » \ ' , i 

There were 3^(> RTC^3 w/19,023 bedfi^, • ' 
s<27,9 kTC be<^^ perlQO.OOO population und^ 18. ' 

* '29;726 cbildrea rcteeived care, amountii^ -to 6,337,926 days^ ' , o ' 

Arerage reiBldencfe/day=*7,624, at e^d of 1973, 17,697 in residence. 
12,029 aiscontiniiations, 12,179 additions. • 

, Average ofd2.ff.percent beds 6c^upie4 daily. ^ 

JJxpenditures: total: 242,348,00. (approx..) ; $38 per parent day^ and $20,389 

per dlscontinuatiotn. ^ ' • - ♦ A ( 

• • ' . -,4-, 

^ TABLE l.HJOMl*ARISONS OF SELECTED DATA ON RESIOEWTIAL TREATMENT CENTERS AND PSYCHJATRtC 
. . 'V HOSPI^TALS FOR CHILDREN: UNITED STAGES, 1973 ^ 

' . . ^ / ' V — — ^ — - 

( ' .■ Rwidemial Psychiatric 

- ' I • ' treatment • hospitals for 

- . ' centers children 

Selected nugsures for 1973 ^ -7^ (N=-340) <N»26) 

Predominant type^of ownership... . * * />) ' -(J) 

AvtraM (mean) sike (in beds;?-. : : 56 » M 

Mostifrequent minimum admission age (years) .* • 6 » 6 

Most frequent maximum admission age Gears)^ ..■ v 18 18 

Averagt-caseload per fKility: 

Annual additions . ' 36 84 

Aiinual diseontinuafions. 1 ' 35 85' 

Resident patiantiaa of Dec. 31, 1973. 52 * 79 

Addition Indices: ' ' . 

Additions per JOO beds^ : 6JI 94 

« Additions per 100 average residential patients..:.. ? ...j... 69 107 

Additions par 100 discontinuations 101 ' t 99 

Additions, per 100,000 U5. resident poi}uration under IS y/. * 18 ■ 3 

r * f . ■ » 

TulMime equivalent ataff per 100 resi(fents: 

Total patientcSre staff..-.,'. , .-J , 77- 143 

Professional.:.--..* 50 67 

Other^'.. 27 .76 

Expenditi/res:- . ' 

Annual total expenditures pet facility .1 . . J712, 788 , J2, 208, 724 

Annual salary expenditijres per facility J425,847 ■ U.870,902 

Percentsalarlesjreof total. : * 60 . - 80 

Average total expenditure per patient day.....,, ' '..r.-^- JB^.^^ • J82 

Average total expenditures per discontinuation 1 j.^. . J20j 389 ^ ^ J25, 561 

Private nonprofit.. ■ ' ' Ift-. 

» State and county. ' . ^ - . . 

Source: Statistical Note number 130, DHEW/Public Health Service, ADAMHA/NtMH, Division of Biometry and Epidemi- 
tlogy Survey and Reports Branch, Rockville, Md., April 1976, DHEW Pub number (ADM) 76-158 

TABLE 2.^C0MPARISqNS:^F SELECTED ()ATA ON RESIDENTIAL TREATMENt CENTERS: UNITEQ STATES, 197 V 

AND 1973 ^ . ' 



Selected measures 



^Number facilities 

^Average (mean) siz^ (in beds) 

■ Ave rage" caseload per facility: 

Annua) addition}.. 1..^ 

\ Annual discontinuations ^. j . . 1 

Resident patients at end of year 

Additions Indices: 

■ : Additions per 100 beds. •.. 

Additions per 100 resident patients « 

Additions per 100 discontinuations. 

Addltion£^er 100«Q0O U.S. civilian population under 18 yr 

^ Full-time equivalent Staff per'lOO average daily resideots: ^ 

. Total patient care' staff...:... X 

Professional, ' : 

Other - 







Percent change 






1973 versus ^ 


1971 


1973 


1971 


344 


340 


-1.2 


57^ 


. 56 


'-1.8 ' 


32 


36 


+12.5 


29 


35 


+20.7 


51 


52 


+2.0 


56 


64, 


+14.3 


63 


69' 


.+9.5 


110 - 


101 


-8.2 


16 


18 


+ 12. 5 


"64 


77 


. 


. 38 * 


50 


+31.6 


26 


27 


+3.8 



f ) 



105 



, TABLV2.-COMP/iR«9N-S OF SEUCTED 0*TA ON^-R»A^^^^^ CENTERSvUN.TEO STATES, 1971 



Sdected measures 



, 1971 



1973 



Percent change 
1973 ver^s 
1971 



, Expenditures: ^. ' . m.. ^ V. 1573 OOtf S^12.788 +24.4 

^ ^Annual loUl expenditures per fKlHty . giJ'Sg ft25 847 +22.4 

Annual salary expenditures per facility J3«,ooo . ^^♦"''^JJ Tj-i.^e 

Percent salarips are of total - . ni 138 • +22. 6 . 

Average total expenditures per patient da^--. jig gm 120 Ss +3.7 

' Average total expenditures ppr discontinuation. . : ; ^ii*,b^. »4:u,w ^ -r^ 

BY SELE CTeWfaC^^^^^ ' ' — ^ 

" ~ ' ' Residentiar { . , . , ^ ^ ^fStSnn 

0 . . ■ ' treatment centers Inpatienj betjs. . 

— ^ ^ Averajie ' rfesident 

V/ . ^ . nimiber populatiou 

selected facility^^aracteristies ; Number , Percent- Number Percent per group undeMlS 

^ • Alt residential treatment centers. 340 100.0 ^9.023 - 100.0 - 56 ' ; 27.9 

SizeiBased on number of beds): \ . -?5 8 ♦ 1 472 7 7 17 2.2 

■ flnder 25 beds.. ..-5 88 25.8 * i,4/^ /. g ^ 

25t049beds.. 129 38.Z J.bW i ^ g 

. 50to74beds 69 za,4 vuw ^. 

' 75 to 99 beds..... -/ 26 7 5 Z.Z51 ii.B ,g ^ 

JOObeds and over...„...-.v 28 .b.i o,o/j 

Ownership: ' . . 330 -97 1 18,543 97.5 " 56' 27.2 

Private/nonprofit...'. 330 10, 37 

State and county government.. -.ov . ^ 

,. (^graphic regibn : . . ; t 17^9 9.4 43 . ^ 46.4 , 

' . Region I — <J }H 3 oS 16 0 ' 8* 38.3' 

• . RegionlU. - - Vj I'ojz 5 4 68 9.3 

^ RegionlV. . ^ gJ'J . IJjJ 23 3 43- 29.7 

/ Region V..,. ----- - fiS 1 840 «97- 84 25.3 

* ReilonVL.:.... 22 f^. '759 40 38 -20.7 

Region VII.. 20 . • 5,9 759 4.u ^ .^^t. I 

1973 , J _ ■ ■ • ■ , - '■ > 

— .Patient movem^t during year6 - Annual volume of service* 

. . *Di«on- ■ f , 

geographic region * ot year * year year , ■ 



All residential - 
•treatment _ 

centers 1'. 

Size (base(f on number 

of beds); , 

- Under 25 beds...... 1.354 

25to49bed^ 4,23 

50 to ?4 beds 3,691 

75 to 99 beds . 2,084 . 

100 beds and over-. 6, 187^ 

Geographic region : . _ 

Region I X'lllr 

■ Region 1 1.. Z>820r.. 

Region III...., 2,331 

RegionlV....: • ^ 800 

. Region V 4,004 

Region VI. ; 1,826 

Region VII 6^1 

Region VIII 445 

Region IX 2,439 

Region X ' :6W 



12, 179 



12,029 



17, 697/ 



29, 726 



17,624* 6,337,926 



1, 145 
3, 199 . 
'3, 079 
1,874 
2.882 



1,205 
3, 142 
2, 989 

1. '^77 

2. 816 



1.294 
4,288 
3, 761 
"2.081 
6.253 



2.499 
7, 430 
6, 770 
3, 958 • 
9, 069 



1.324 
4. 260: 
3, 736- • 
2, 083 I 
6,220 



457,836 
V5J4,614 
1.333. 683 
-739, 866 
2.291,927 



958 
1,676 
850 
685 
3,420 
1,067 
668 
422 
2, 203 
-530 



907 
1,589 
866 

i63 
3,076, 

342 
2. 295 
532 



1.668 
2.307 
2. 315 

922 . 
4, 048 
1.683 

680 

«25 
2,347 

602 



2, 575 
A 496 . 
.3.181 ' 
1.485*. 
7,124 
2. 893 
1. 329 
867 
4; 642 
X 134 
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>XAB^..15^NUMBER ANp PERCENT DISTRIBUTION OF EXPENOITURES, RESIOENTIAL TREATMENT CENTERS 
■\ \^ ; .BY TYPE OF EXPENDITURE AND SIZE (BASED ON NUMBER OF BEDS): UNITED STaT§S, 1973 



■'^^i V '} *• * ' " ' *>■ OpefiUng expenditures : 

■ '■! y - Total : . . Other 

' ;* ' ^ « ^ Total operating . operating Capital 

• iSjjM Nttmed on ryitpber of t>eds) eipenditures expenditures^ Salaries expenditufes expenditures 

%J ^ ^* * ^ Annual expenditures in^ousands of dollars 

Air.iiitii*..-.. ......v. 242,348 ,222,550 * 144,788 ' 77,762 , 19,798 

.'^■'Qai th«iv25 t>eds. ...:*.. . - , . . . . . : 21,366 20, 862 . 13,801 ' T^^ei ' 500 

■ .25 to 49 beds 57,349 52,549 *-35,730 16,819 4,804 

50to74b«ds l.....^-.... 52,067 k 50,094 - 32,415 * 17,679 1,973* 

' . '75*99 b6ds.v;....,..-T 24; 812 ^ 23,707 ^ 14,726 8,981 1,105 

. JUtr bids and i^r " 86,754 ^ 75,338 48, 116 n,lll ■ 11,415 

' / « ' ' — * '. 1 

* ' Percent distribt^tion of expenditures . . 

AllslieaJ...-...-JV-'------- 100.0 . 91.8 59.7 32. 1 '-8.2 

Le»than 25 bedr.....": ^ 100,0 -97.6 JM.6 33,0 * 2,4 

. 2> to Ay-beds.. J. « 100.0 91.6 62.3 • 29.3 8,4 

M*tD74beds...i....'-.....L ' . 100.0 96.2 62.2 34.0 ' 3.8 

. 75to99bfd5,.,l k..*'...^ lOO.O 95.5 59.? 36.2 4.5- 

, , 100 b4ds and ovrfr.^t 100.0 86.8 55.4 . 31.4 -*13.2 

» ■ ■ ■ ^ ■ . V; > ' ; ' ■ 

■ . ' 7^ ' . '■ ^ ' '■ ~ 

TABLE 16.-^AVERA6E EXPENDITURES PER PATIENT. DAY AND PER DISCHARGE IN RESIDENTIAL TREATMENT 
CENTdtS, BY TYPE OF ^(i'ENDITURE AND«SIZE. (BASED ON NUMBER DF BEDS):rUNlfED STATES, 'l973jlv 

.-. . . . - ■ " .t' . ■ . . ' .■ . . 

: "^^ — ^ — 5 — ' ~ : — * — ' — '■ — — ' — 

operating expenditures 

- ^ i , ■ ^ Total ' other |> 

' Total ' operating' ' operating Capital^ 

Sill (based 7)n number of beds) . expenditures expenditures Salaries 'expenditures expenditures 

; . . ■ : -I * « — -. • : • 

' ' . Average ^penditures per patient (iay - 

'^Ksizes H.----.:!-- $38 ' $3^' ' ■■ $23 ^12 Z ^3 

Less than 25 beds... , 46^ 45 . • * 30 15. 1. 

^ 36 to 49^ beds 1 39 36 '24 12 .3 

50to74beds.. 39 37 * ' 24 13 - 2 

75 to 99 beds..... t 34 - 32 20 12 ^ ■ 2 

100 beds and over .38^ - 33 21 '"12; v - 5 

. - ' ^ * Average expenditures per discontinuation . ^ 

^All sizes $20, 389 |18, 795» $12, 198 $6, 5§7 $1, 594 

• Less than 25 beds.. _ % 18,341 • 17,932 11,834 6,098 409 

25to49beds 18,922 17,420 *; 11,817 * 5,603 1,'502 ^ 

50to74bBds... 1 ' 17,088 " 16,476 10,634.. 5,842 - 612 

75 to 99 beds 13, 43> 12,872 . 7,974 ' 4,898 ^ , 565 

100 bed^and over : 31,133 V 27,239 17,351 9,888 ' 3,894 



^a'BU l7.-0tSTRlBUT|0N OF RESIDENTIAL TREATMENT CENTERS <RTCS)' BY RESPONSE TO SPECIFIC ITEMS 
7 ON THE 1973 INVENTORY OF MENTaV HEALTH FACILITIES 




Numtmr - 


/ • Resporue 




N on response 






















of RTC's 


. Njimber 




Number 




surveyed 


of RTC's 


Percent 


of RTC's Percent 


340 , 


314 


92.4 


26 ' 


7.6i 


340 


314 


92.4 


26 


7. 6 


340: 


^ 314 


92.4 
• 


26. 


' 7.6 


* \ 
340 


314 


92.4 


• 26 > 


7.6 


340 


314 . 


92.4 


26 


7.6 


41 


37 


90. 2 


4 


9.8 


^ 36 


S33 


91.7 


3 ' , 


. a. 3 


24 


24 


100.0 






14 


15 


100. 0* 






104 


97 


93.3 


7 


6.7 


22 


20 


90.9 


2 


9.1 


20 


18 


90.0 


2 


10 


15 


15 


100.0 






47 


' 41 . 


, 87.2 


. 6 


12. 8 


16 


14 


87.5 


2 


1«.5 


340 


• * 292 


85.9 


4«» 


14.1 


340 


-292' 


85.9 


48 


•14.1 


41 


j2 


78. 0 


9 


22.0 


. 36 


29 




? 


19.4 


24 


21 • 


87.5 




12,5 


15 


' 15 . 


100.0 






104 


92 


88.5 


12 


11.5 


\ 22 


20 « 


. 9a9 


.2 


9.1 


*20 


17 


85.0 


3 


15.0 


.15 


13 


86.7 


2 


13.3 


47 


40 


85.1 




14.9 


16 


13 


81.3 




18.7 


340 


312 , 


91.8 


28 


: 8.2 


. ' 340 


» 285 


. 83.8 


55 


16.2 


340 


. 297 


87.4 


. 43 


12.6 


41 


36 


87.8 


5. 


12.2 


• 36 


31 


86.1 
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13.9 


24 


24 


100.0 


^ \ ■■ 
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18 


81.8 
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. ' 20 
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90.0 
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10.0 


15 


14 
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47 
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16 
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EXECUnyE SUMMARY 



I. PROLOGUE , . . ^ 

Developmental assessment is. an lextraordinarily ^complex ' 
topic, but one which hoJ^? enormous promise for.all-children/ 
Attempting to make recommendations about developmentaT 
assessment' perhaps approaches the level of a Herculean* 
task. ^ 

In view of the work ahead of this group I am.reminded 
of a story which appeared in the. ^Washington Post sup- 
plement. The story was set on an ancient Roman galley 
and the Hortator, the one who bangs on. the drum to 
keep plirsmen in cadence, says-"l got some* good news 
^ and some, bad news! You all get' steaks tonight!" "Yea!" 
"Yea!'\from the rowing bencheV /'And now the bad-the 
Captain wants to go water skiing tomorrow!" , I ^et the 
feeling thiat the organizers of this conference are avid 
water skiers^^Hurt^ 1974) ■ . 

The Early and Periodic Screening, Diagnosis and Treatment 
Program '(EPSDT) became a mandated service under the 
Medicaid Program through an ameridmfent in 1967 to the 
Social Security Act, title XlX/Section 1905 (a) (4) (B). Effec- 
tivfi July 1, 1969. it required . - 

. . such early and periodic; screening and diagnosis of 
•individuals who^are eligible under the plan or are under 
the age of 21 to ascertain their physical and mental 
.detects, and such ^.health ' care, treatment, and .other 
measures -to correct flf amelio/ate defects apd chronic 
conditions discovered thereby as may be provided in 
regulations of the Secretary. 

We reconfimend that a major shift in emphasis and con- 
ceptualization be made with reference to EPSDT and de- 
velopmental issues. These recommendations flow from a 
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consideration of ^a-^ wide variety of salient points, the most 
b^sic of which is 'that ' developnrient >is *not a disease which 
yields a judgment of present or absent. We are basically , con- 
cerned with the concept o^coh^^petence-how well has a child 
met, .and how well does ha now meet, the expectations, i[n- 
pllcitly and explicitly set by hi^ society for an individual of 

* his/her'&ge and sex group. s» 

The legislation authorizing EPSbT make/it national policy 
that the development of our children, our future citizens, be- 
safeguarded io as to insiJre that each child reaches maturity 
.functioning at a maximum level of ctevelopment. This gcfSl is 

* more tban the finding, \i\e study, and the treatment of disease; 
The guardianship of the health of children is In the ncjtiopal 

* interest as well as in the interest of the individuals; this is 
tKe essence of EPSDT/ ^ ' ' 

Parents must'be^ccepted ^s full partners wfth the profes- 
sionals wh6 pJan and staff the services provided for^children. 
If responsible parehthood is to" be encouraged; then parental 
involvement must be fostered. No single department or unit 
of the Federal government nor of local governments, and- no 
single profession, has "the key" alone to promoting childrens' 
development. Only throu&h coordinated service delivery as 
proposed herein is this possible. 

We must develop a system^ of. health care that treats the 
-person rather than the disease or dysfunction.' We arfe urging 
the deyelppment of a system for the protection of child de- 
velppnfifcnt,' a system' of developmental review. ^ 

No single test or instrument is recommended because 
none could possibly be used for the adequate accomplish- 
ment Of a developmental review for all ages and functions. 
Each review must ipclude multiple assessment pfKocedures 
tied to the age of the child and the dimensions to be assessed. - 

, Any* system of review must be predicated upon parental 
a<id fchild involvenr\ent in the review. 

Any revJew must^e oriented to the discovery of develop- 
mental, strengths as well as weaknesses, not to the exclusive 
search to rule in or rule out pathology. ^ 

Every attempt must be made to voluntarily engage and 
utilize parents in the entire process of continuity of care'and 
developmental review. 
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We recommend this system fQr^all our child citizens. We 
encourage the recognition that the current^law as specifically 
writfen Is inadequate, undesirabte and almost impossible to . 
^ • . implement, but if the welfare of children is the goal, this 
proposed systenrrthould be set in its place. . 

There must be an integration into^the EPSDT program of 
* payment for all service? which are needed by ,a child or family 
as a result of developmental review, including special educa- 
tion costs. * 

Our basic message is that developmental review is mucVi 
more complicated than It appears when it is labeled "develop- 
mental screening" but^et the system of -developmental review 
f . ." holds out enormpus promise. We -are, in this program, at a 
point of prisis; it is instructive to note that tlie word , crisis 
^ m Chinese calligraphy is the blending of the^two symbols for 
. danger and opportunity. 

'National and indivrtlgal irrterests may or may not coincide 
in a screening d^eraVion; inde«ithey may sometimes be m 
conflict, but they will -always coincide with regard to . the 
• guardianship of the* development of our future citizens. Thus 
the issues are more complicated..and more relevant to. both 
national and individual interests than the. critical incident 
^ ' style of assaying or analyzing for specific fixable defects. The 
issues are more in the realm of a periodic review of a process, 
that of development. They are relevant ta all children. Further^ 
they are more relevant to .a synthesis of function, supports, 
and developmental needs than to anafysis and fragmentatidti. 

■ Once this departure from the forrfier conceptual model .is 
H accepted, we 'can go on to. the details. 'To state it most con- 
' • cretely, we believe with reference- to developmental antf 
psychological issues, that the national mandate for' EPSDT 
may better be stated by a change in name to EPRDT; the "R" 
' . -.representing a 'developmental review rather thjn a- screen. 
The function of the r;eview is to assess the ways in which de- 
velopment is occuring. the form that it is taking. ' - 

. It then follows that national and individual needs and pri- 
• orities will determine the processes to be used'for^the review 
and the resources available. The process and the resources 
will in turn'determine the level of review, the -ages served, and 
the backup treatments to be made available. It is at this final 
revel' of conceptualizatior\ where specific methods of .review 
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may be si^Ugested, 'dnd speiiific ways of delivering services 
v|^volve<J*in.this7fyie)>r ma 

>' ft is. apparent riat the prese/it legislative'language, wfilch 
^ states that thereShall be sci^eehing . . for mental de- 
fect . . is clearly inappropriate. The proper emphasis, in 
dur'opinion, is lipon a process of developmental review, with 
th(§ object being -to identify strengths and competencies as 
wpH ias weaknesses and defects. / " . * . 

^ It is assumed that the legisfetive intent of the EPSDT Pro- 
gram was to establish a,' national policy such that the develop- 

> ment of the.ciytld be safeguarded in order to insure that, as 
With a:ny oth^r national, r^ the resource is available 

to. thp niaitfon^ To^that end, it is assumed that the ra/son d' etre 
for the prograiWmust be the husbanding of our child resources, 
front both a humanitariari a^fel an econonriic point. of view,earid 
that theVEPSDT Program. muSt not have a narrow focus upon 
defect, but must look as;well toward the optimization of the 
development of the child: \ > 

The poiicy surrounding the fuller implementation and de- 
velopment of the Early and periodic Screening, Diagnosis and 
• . Treatment Program should bie based on three principles: 

■* - ■ • ' / -» - . ..^p- 

^ ' . 1. , a nationitil commitment tol^e Well-being 
■ v; dren,; ■ . ■ . . ;.-.i,:^-^f 

2. a fostering of parental involvement 

3; a pooling of professional and parental knowledge^ 

A policy for children must give practical recognition to the 
fact that they are the citizens of the future. Their develop- 
ment determines the f^ric of tomorrow's society. At a time 
vyhen resources are limired, there is a case for concentrating 
'them where they' can do the most good, in the area of well- 
being of 'chlldren and, families. : 




- IL RECOMMENDATIONS ,^ ^ 

r A, ,Our first recommendation is that the EPSDT mandate be 
broadened to apply, to all children in this country so that a 



system of developmental review and protection , fnight be 
plaQned for comprehensive implementation.' It is also urged 
that funds be made available for the development of health 
care resources, incjuding nianpower. facilfties, and research 
and development. 1^ . ^ 

B.- In the'^interest of pooHrig resources/consolidating efforts, 
and effecting maxinium impaipt, we recommend that tfle cur- 
rently existing^ extensive ov^p in functions and goals of 
e){istmg Federar programs be eliminated. The Maternal and 
Child Health program, the Education- for All Handicapped 
Children Act (PL 94r-l/l2). and other programs sponsored by 
. NIR/IH NICCHD, BEH anct^CD/Children's Bureau have signi- 
I ficant'dupjication of effort with EPS DT; a thorough revievy.of. 
existing programs and agencies serving children should ie 
undertaken, with the goal of effecting such mergers as would 
improve our services to children and reduce duplication/ 
G. The establishment of 'an'EPSDT Coordinating Offic.e at the 
Jocal level is recommended; the function of this^ local coordi- 
nator will be to insure that the review, referral, treatment, 
information dissemination and follow-up cesources of the 
community be Citilized. in carrying* out the -goals of the 
"merged", coordinated EPS^DT program: Also recommended is 
the establishment of EPSDT^Commuwity Goor.dinating Councils 
to incliide the schools and all service agetncies, as well as 
representatives of parents and service providers. 
D. These support systems are being recommended in order 
to enable and facilitate planning on the local level; identifica- 
tion, of gaps and needs in the service resources; coordination 
and stimulation of services relevant tcr achieving goals of 
EPSDT, and cooperation and contributiorr to' the external- 
_^^aluatiori of EPSDT. We clearly are recoiTimeriding rftultipip 
^/rrngaete^of^-^^^ delivery depending on tlje chafacferistic6,% 
g^gi^duals and agencies a\^bk;^^^^^^^^^ 
£ We recommend a new ,apprbach '4o,. the discovery; 
"handicapping conditions" • or "mental ,defects".; Develop- 
mental reyiew is seen as the- first step in engaging children 
and parents in an ongoing concern with their heajth and well- 
^ being. We see it as a way of promoting strengths/as.a way of 
' engaging parents with their children, of strengthening these 
parent/child ties, and of reducing the anxiety so prevalent in 
. ^ur society today regarding issues^'in parenting and child 
rearing. This is a true system of health care versus specific 
medicalcare. 
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^ F. As the iQfllvidual with primary:responsibility for the care 
of the child and for the facilitation of development, it is vital 
that the parent or other caregiver be meaningfully involved in 
the process of developmental review. 

G. Such developmental review should, to the maximum ex*, 
tent possible, avoid coercion such as mandating that the de- 
velopmental review be a condition for a. survival need such as 
a welfare payment. Vfgorous efforts should be made to insure 
voluntary participatTon by the parent in the developmental 
review. ^ " " 

H. Such developmental review should, to the maximum -ex- 
tent possible' provide significant benefit from participation, in 
the form of a better understanding of the child, with the aim ' 
Jbeing to provide assistance to the parent in coping with 
developmentaf issues, and facilitating future development. 

I. Such developmental- review should, to the maximum ex- 
tent. possible, recognize, re^^vahdjhcbrporate ethnic, cul- 
tural, social and linguistic d^Hnces that exist in a pluralistic 
and culturally and ethnicall^W^erse nation such as the United 
States. • 

In a free, pluralistic society, there are clear boundaries pn 
the ^scope of legitimate inquiry into personal and familial 
concerns. Therefore a mass government financed screening 
program should be limited to: 

1) those measures of organic functioning and basic, 
adaptive coping skills which enjoy a high degree of . 
consensus within the health professions and effected 
communities, and 

2) those behavioral factors especially associated with 
learning,4anguage and speech development, motor 
skills and perceptual abilities. 

Specific assessment of emotional and behavioral adjustment 
and parent/chitd interactions should be left to parental initia- ' 
five and sensitive clinical observation (Stage three as herein 
proposed.) , . . ^ 

• As an integral part of the initial outreach phase of a de- 
. velopmental review effort, parents should be provided in the 
language* most appropriate to them, a written description of 
the nature and purpose of the proposed procedures, including 
adequate assurances of its quality, confidentiality and bene- 
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fits to the child and family. At the Vime the parent personally 
appears, he .or she should be verbally informed of the nature, 
and purpose of all developmental review procedures, pnd 
should be notified that selective participation is possible. A 
refusal to authorize any given procedure must hot jeopardize 
the child's access to any other aspects of the program. Parent- 
al consent should then.be obtained for each procedure and for 
any proposed transfer of records or information upon comple- 
tion of the Tievelopmental review. Each child being served 
should be informed of the nature and purposes of the pro- 
cedures and their rfesuits to the maximum extent possible con- 
sistent with his or her level of intellectual and emotional 
maturity. . 

Any. transfer of developmental information Taetween. and 
among systems is recommended, on// when the information 
. would be helpful in identifying those conditions under which 
a child functions best, so as to enable, for examplie, optimal 
school placement.;lt is aur recommendations that qnly diag- 
nostic (Stage Three) information that is pertinent to educa- 
tional prescription for the child be ^commuT^icated to the 
schools, subject always to informed parental consent. 
J. Jt is strongly recommended that no single, instrunient for 
development assessment be mandated nationally. There is no 
one single instrument, inventory or- assessment tod that is 
totally satisfactory. 

' ' V ' AnV instruments, materials and methods for devielopmental 
review within the-«*SDT program must be normed for the 
' minority group wrtffl||bom they are, to- be used. They must 
also be interpreted By persons who are familiar with the 
• economic and cultural background of the populations being 

\ assessed. " * ^ . 

K. The system for developmental review must be clearly 
recQgjiized asa system'/ not a piecemeal approach. . . 

V - We ;recom'mend research and development or demonsfra--. ; 
tion projects to develop measurement and e\/aluattan standards^ 
appropriate to the assessment of chiWren and their environ- 
ments. There should also be research 'into the methodology of 
developmental review with emt)hasis On a variety of assump- 
: tions and theories related to age and ethnicity. 

There must be the ^development of strategies for the 
simultaneous selection of measurement variables and the 

xiii 
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Identification of program needs, for the establishment of 
research, development -and evaluation priorities. There must* 
be an emphasis on the overlap between research and con- 
sumer priorities. Iri.addition, there must be provision for taking 
into acfcount family needs and values in the conceptualization 
of measurement related problehis, and in the development, 
' selection and application of any measurement or other instru- 
ments: ^Parents and those directly responsible for the welfare 
of the children must be involved in all decision making 
— processes »in this area^ 

The focus in interpretations of assessment must always 
be on individual differences that will lead to appropriate inter- r 
vention for each specific child, as opposed to a focus on 
group difference and comparisons. «^ 

There shouW be a collection of multi-measure, multi-do- 
main, mi^ti-function measures from whichLihstruments may be 
selected at a local level^^by local option for Stage Two and 
Stage Three reviews. 

L. Adequate developmental review would include factors 
from these areas: 

1) biological dimensions ' 

2) psychological, dimensions 

3) family diVignsions 
.4) ,environmental/social/cujJural elements 

M. The review should, bfr carried put jn three stages: 

. 1) * Stage d# 

a. The biological dimensions would ^ be reviewed 
. within the. framework ottbe pediatric physfeal exam- 
inaition, . which, would be expanded to include an 



pppyrtunfty fqir this child and family to discuss, if 

/.theK^^^ or problems with which 

tJ^;.vy6.uld;liM^^ strengths and 

. ,.r.. . .J^r^^i^jrt^ engaged to provide 
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. 2) - Stage Two 

birect obsenration of the chilcf's furtttioning, utiliz- 
ing a vsnet^ of broader development?n screening in-, 
venrtories or ipstruments. 

3) Stage Three 
• This stage of dfveiopniiBntal review. iwould include' 
detailed aspects of the four domaihs: biological, 
payc|iological, famrty/and environniental/soQial cul- 

tural. The psychological dornain would include a wide 
variety of functions-cognitive development, coping ^ 
strategies, social development, emotional develop- 
ment, language and speech development, auditory 
perception, vi^al pei-ception and physical fuhc- 
tions. J 

Xhrs extensive review of a child's development af Stage 
Three this clinical assessffient, must be done with great 
clinical sensitivity by people- highly skilled both irf child de- 
velopment and in. working with parents. ^ w 
N H is deariy necessary that we develop appropriate instru- 
ments 'in order that all stages of developmental review be 
carried out most adequately. There'is not at the present tipie 
a single universally acceptable tool for developmental review 
although there is a multiplicity of such instruments appropri- 
ate in differing situations and for differing developmental 
problems. ^ ' , 

ft is strongly recommended that the Medical Services Ad- 
ministration take a leadership role in' establishing task forces 
and demonstration projects to deyelop further review pro- 
cedures relative to acceptability, standardization norms, instru- 

"ment reliability, instrument validity, concurrent validity, use 
by paraprofessionals, cost effectiveness and availability. In 
developing parent questionnaires, concerning their child s de- 
velopment, it is obvious that the questionnaires must not ^e 
trivial, must have developmental implications, and must have 
cross-cultural validity. , ' " - 

0 It is also recommended that a si^parate task force be hp- 
pointed to supply a list of tests currently available, with in- 

'■■ formation on how well they meet these criteria (section-N. 
above) of appropriateness, and in what areas of psychological, 
family and environmental review. ^ - 
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In connection with this, it is strongly recommended that 
there be con^ructrve use made of data already available 
from past projects sUch as the. collaborative studies, in order 
(hat we may become much" more sophisticated about issues, of 
lohgitudina I prediction. « 

After two years, ho standardized procedure should be 
utilized in the program until it has been approved pursuant to* 
regufatrons adopted by the S.ecr^tary. In the interim period, this 
Task Force shall review standiardized-procedures currently in 
*use to determine their^dompliance with these above mentioned 
criteria, and shall reGommerid appropriate regulations to the 
Secretary. '- / ; 

P. Ft is recommended that a separate task force be.developed 
that would collate and make avaijable to local communities 
the varying mOiJels of parent based "treatment" programs 
that have been developed, and also make available the 
wealth of parent education materials that currently exist in 
many scattered places. This -particular usie of parent educa- 
tion materials holds within it a truly exciting and innovative 
approaich to health care in this country. 

Q. Any developmental review* system initiated undei^EPSDT 
should clearly reflect the important distinction between the 
disease recognition and prevention model, and the cultural 
diversity modeJ. Screening may legitimately utilize the 
"disease model" during the years of infancy and early chilrf- 
; hood development when the child's primary social group is 
the family; in doing so, however, developmental review must 
focus primarily on the child's "physiological" detfUop'ment. 
Conversely/ as children enter the mandated schoOT system,* 
when their behavior is evaluated with reference to the expecta- 
tions of, the social group^deveJopmentaf assessment neces- 
sarily encompasses behavioral -measures, and policies must 
therefore be formulated within the normative framework yof 
the "cultural diversity" model. ^ 

R. It is recommended that specific guidelines concerning * 
program evaluation be^developed by. a task fq^ce of experts 
who have specifig competency in, this area. We caution that 
this, must be done quite soon, so that elemepts considered es- 
sential to proper program evaluation be included in those 
programs now m the process of implemeptaiion. Evaluation c^f 
EP8DT should be done in relation to specific, predetermined 
process and outcome measurements. 
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Ot\6 of the most important issues in evaluation must be 
the inclusion of a search for possible positive and negative 
side ef^cts of any system of developmental review on chil- 
dren and their families. Yhis would include an investigation 
oi ?ny pfeblenis associated with potential "labelling" as a 
consequence of the . administration and Implementation of 
any^of the aspects of developmental review herein recom- 
mended. 

Research must be set up to' provide answers to cost issues, 
arjd to develop appropriate systems for collection of data to ' 
e^imate costs and benefits of publicly financed child health 
programs. , " 

S. The proper implementation of EPSDT across the country 
will require the development of Jcraining programs in order to 
increase the sophistication of professionals in the area of 
normal development,- developmental review, and opportunities 
-for the developmental protection of children^ Therefore, we 
recommend that there be an expansion of existing sources of 
funding so that training programs necessary for existing pro- 
fessionals who will contribute to the achievement of the^oals 
of EPSDT be made available. We include in the group of 
eligible professionals: physicians, nurses, teachers/psycholo- 
gists, social workers.' school counselors, and speech path- 
ologists and audiologists. Training programs should be car- 
ried out by existing accredited training resources and institu- 
tions (for example, universities, state colleges, community 

' colleges). Training could be offered in the form of worl^shops. 
courses, seminars, and inservice training programs. We also 
recommend that training funds • for paraprofessional person- 

+ nel be made available on the. assumption that Stafep One and 
perhaps Stage Two of the developmental review process will 
be carried out by such personnel, and on the assumption that 
a great deal of the pare^^suppprt work will also be carried 
out ultimately by paraprofessionals.. 

We urge -tneffiased effort to sensitize health professionals 
to the probjem^of parents, to the issues of ethnic diversity, 
-within Jhis pluralistic. socety. and we urge that health profes- 
sionals be trained to offer increased support and counseling 
to all . families. , 

In order to achieve the goals of EPSQT, special resources 
for developmental review need to be created to supplement 
the kinds of assessments typically 'done by physicians. The 
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nature of Jthese special resources are largely specially trained 
perspnnel. Such personnel should have extensive skills in 
^ using developmental ev^uation techniques, should know 
something about the arena in which physicians operate and 
similarly should have some familiarity with the nature ahd 
requirements of effective educational settings. They nriust 
also know af>out parents; about families, their ethnic and 
economic diversity and the realities in which they live in our^ 
. isociety. 
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RATIONALE AND ELABpRATION 



. WhatbDevelopiAtalfieview? . 




It is evident that the development of a child is a process, 
requiring periodic review td insiure that development is pro- 
ceedihgr adequately. Thus the term "screening", vyith its con- 
notation of searching for a defect, is less appropriate than is 
the term "developmental review'* which irpplias a process^ 
orientation rather than a simple cross-sectional viewHytrH?"'^"^ 
it may be difficult to change the present legislative language, . 
•it is urg^ that the process of developmentaT review be 
strongly "encouraged, and that the concept of developmental 
screening, which is more appropriate to medical, or disease - 
oriented conceptual models, be avoided^ 

Developmental review in the context of a health program • 
has three goals: 

1; - The promotion of strengths of a child and family to cope 
with the various tasks of living; / ' 



'2, The prevention of specific developnfental disabilities; 



At this time we are recommending an entire reconceptu- 
alization of 'developmental assessment within the EPSDT 
program, the elements of "Operation Rethink" iovolve a reas- 
sessment of what "mental defeats" are; what, mental health 
and development are; the role of the family rn child develop-, 
ment; the orientation of a screening, diagnosis and treatment ' , 
program around the integration of the family within the sys-^ 
tern; land finally, how one produces developmental gairvs via 



* tween "normal" ancT "afbnormal" children; there are dozens of - 




3. Early case finding; 




crucial functions subsumed under tjhe concept of develop- 
ment, since development is not ori^ fWng. Developmental 
review would thus consist of an assessnr^ent of tfiese functions 
rather thain the specific diagnosis of ^ condition. A functional 
assessment, a profile of strengths and weaknesses, or assets 
^ liabilities, describes the transactions between the^child 
and the world around him in terms of the talsks asked of 
him and the people, significant to this life, in ihe context of 
the partilcuiar setting in whicb the child is^found and at the 
f^rticular tinie of every developmental review. The outline of 
^assets and liabilities, strengths and weaknesses/ is clearly not 
related solely to the functioning of the child but is defined 
specifically in relation to the ex|»ectations of the important 
people and institutions in a Qhild's life: family, school, friends, 
whatever is uniquely' and individually, important to any one 
particular child. 

The effects of early life experiences as well as the effects*of 
recent experiences sqch as a divorce in the family, the loss-of 
. a parent or other significant person via death, situational 
' i^ues such as a fear of the procedures, all have a powerful 
effect on the ability qf a child to demonstrate the quality of 
his functioning during any specific review. Developrnental re- 
yfew would thus assume .th^t the child and his environment* 
(including significant caregivers) are a unit and are not divisi- 
ble. One does not exist without the other One cannot be re- 
viewed adequately without consideration of the other. De- 
velopmental review coticems itsel/ with what goes on between / 
the child and this environment on the biological, psychological, 
social and cultural levels. 

It is just as foolish to search for a single method of ob- 
serving a child's development as it is to tell a physician that he 
must use only one method (using a stethoscope versus using 
a the'rmoftieter veysus visual inspection,;for example) to Jtpm- 
' pletie an entire, physical examination. Ho^i^/ever, it is oWbus 
th^f a combination'Dl tnediods will allow the obfeervati6n *0pa 
set of significant functions, it must be stressed repeatedly 
that development is not a disease which yields a judgment of* 
present or absent. We are basically concerned with the con- 
cept of competenqe-how well has this chilcj met, and how 
well does he now meet, the expectations' implicitly and ex- 
plicitly set by his society for an individual of his/her age and ^ 
sex group? . . ' 

. ' ■ • 2 • 
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This approach raises a host . of questions^ and issues. To l)e- 
addressed are such considerations as the difference between _ 
medical and psychological screening, diagnosis and treatment; 
the jdifference. between^ an indi/idual problem of a child and 
the matrix of social problems that might be reflected in a 
child. Also to be addressed are issues such as primary pre-' 
vcntipn as the defection of disease in qpn-sy^riP^o^^^^'^ 
persons versus the hewer concept of jDromoting strengths and- ^ . 

promoting health. Orie must also consider health care in gen- 
eral versus medical care; this is a particularly prominent is- 
sue since EPSDT is essentially a medicat^care system. ^ 

With all the foregoing in mind/we recommend a new ap- 
proach to the discovery of "handicapping conditions" or 
"mental defects". We do not see developmental screening 
only as a quick, simple procedure to identify those in need 
of further study but rather we see it as t,he first >tep in a way 
of engaging children and parents .in an ongoing concern with 
their health and^well being. We see it as a way of promoting 
strengths, as a way of engaging parents with their chijdren. of 
strengthening these parent/child ties and af reducing the 
anxiety, so prevalent in our society today regarding issues of 
parenting arid xhild rearing. This is a true system Qf health 
care. versus specific medical care. 
We run the danger within developmental review of the 

. fallacy of misplaced concreteness: There has been in the past 
ah almost obsessive concern with the numberof false positives 
and false negatives that each specific test yields. This is not 
truly the issue; the issue is what a parent thinks of his child. 

■ how he perceives the child, and how the child thinks of him- 
self/herself. In addition it must be noted that this obsessive 
concern makes it'soupd as if there were a magical treatment 
available once the cas6 is- "diagnosed" according to this 

. single all powerful instrument.^hat this is not the case will be 
mv^werfih the following section.^gain. we see the screening 
process andlhfe diagnostic process themselyes,:^s*the first ' \ 
order "treatment"; through th^ engagement process.by^helping • 
a parent.thi.nk about the child's emotional'and developmental, 
status in a new way. in the context of a relationship with a 
helping person, a health professional in the broadest sense 
who Is interested, who cares, is supportive and listens. . r ^ 
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EngacinK tlw Parinrts 



In order* to accomplish ,the goal of 'asse6sir>g a child's 
Srowth^ strengths and weakn^ses. one must as a prerequi- 
site engage the jajoperatidn of his parent or caregiver. Al- 
though logical, this Vocess isr at times ignored. This leaves 
the parent non-engaged, virtually sfat>otaging any c^^ope^ative 
effort on the pprt of an "outsider" to assess the funrttbh of a 
child. In actual practice this also leads to a very' Ipw number 
of return visits for diagnosis and treatment, vihen referral is 
made without parental engagement. 

The parent i? the' only, observer of a dhild's rate of grpwth 
from birth until sfhool ag^. Health professionals «re not 
predictably involved in any consistent manner. When the 
child enters school, a new observer is identified, the teacher. 
Therefore, the parent must be engaged early in the infant's 
life in order to utilize his observational skills m developmental 
jreview. The teacher likevyise can be a yaluabfe adjunct jwith 
parental apjjroval to give information about tfie rate of growth 
of the chifct The- exclusion, however, of the parent whenlhe" 
teacher's observations are sought, can lead' once again into 
a sabotage of future attempts to assess the child. , 

. All parents, whether single or "coupled", have some fears 
about outsiders observing their child; and indirectly their 
"parenting^ These feaf;s can be stated as a "fear of labeling: 
good" parent-bad parent" with a further extension of such, 
"good, child-bad, defective child". Since parenting is fre- 
quently filled with ambivalent feelings of whether or hot the 
"effort is enough", the fear of intrusion fr&m an outsider Js. - 
constant. On the other hand, the assistance and clarification 
of areas of concern are greatly welcomed and invited. ^ 

* A^further fear is that if any^ defect-is discovered, there will 
I be vn facf . no- assistance or ^ireatment for the 'correction of 
<^Ch. With these considerations in mind^ the following sug- ; 
gestii)ns for engagement are made: » ' ^ ^ 

1. Every attempt should be made to voluntarily engage \ 
the parents and the child. Coercibn by mandating an 
exam or by attaching the exam to a survival need 
(money from welfare), immediately raises resistance 
and anger ' 



Z In order to have the parents coopenate, they must 
. : understand the benefits of .participation. A model 
" altowiTigfor parentsrto evaluate the chiltf first (parent- 
. 3l inventory) with the opportunity to discuss areas of 
/ Ajconcems as well as strengths, allows: pare rits to 
' look forward to assistance, rather than to fear "criti- 
cism". • - ... 
.3. The process of engagement shoufd follow the 
stages df the* parents', assessment of their child's 
' development, and the parents' participation vyith;a 
health yorker to talk about areas of concern. {This 
also offefs the opportMnity for direct observation.) It 
wouldi, in addition; be important at this stage to have 
a health^worker who is bicultural and bilingual. 
4. Although there may be a period of- time from t'he 
initial contact to. the definitive -"diagnosis", the 
process of er^agement with parents will enable the 
review to proceed. Tbe/fai I ure^to follow this engage- 
^ ment process could negate^ thie opportunity to pro- 
ceed to the desicable goals of treatment, remedia- 
-•r tion and facilitation of growth -and dev^opment. 

JS. The, definitive diagnosis, even though confirmed by 
- criteria'and norms, must be shared with the parents 
by a health professiortar with high sensitivity, exper- 
tise and ki%o>wledge of the parents. 
6.. The earlier the engagement process takes place,^ the 
easier Jt will be to have an accurate assessment of 
the child. Once rapport has beerv establtshed at an- 
early age, ideally birth., the review can take place with 
ease. 0 . . t - • 



2 Some Consideratibns in' Developmental Screening, 
Diaihosis and Jreatment; Strengths versus WeaK^ 
ni^sses 

We must think very "clearly about the implications of the 
difference in concept between screening oriented to promotion 
of strengths and prevention of disorders, and screening ori* 
ented to defects, damage, dysfunction, illnesses and w^ak- 
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nesses. We select tests jjartially on the basis of what use is 
^ going to be made oj the results: The' emphasis on defects and, 
weaknesses leads to many ethical, social and psychological 
.problems,' In order to be concerned with, success rather than 
ifailure, we need to establish a nonfpathological model! As 
Brazelton (1976) has said, ' 

. A new model is needed in^ pe*diatrics-a nbn-pathological 
* model. With such a model that identifies the strengths of 
parents and children, the pediatriai^ would present him- 
self as an advocate rather than allabeler. The Hawthorn 
effect would be, great-expectations that they would suc- 
. ceed might reinforce their sense of dignity, of their . own 
, coping capacities, instead of the kind^of expectancy to. 
fail whicK, too often, they fiPKLnow.* 

• ■ / . ■ • . - . ■ • 

This viewpoint is. especially important If we are to screen 
for rhental retardation where, without ignoring pathology, we 
must be Qoncerned.;.with' positive adaptiye, coping capaciti^ 
and not just with "defective" scores or failures-on formal I.Q. 
testing. 



The Nature^of intelligence and tlie Concept of Development 

•* The traditional assumption is that mental retardation is a 
chronic handicap that exists , in a person as an individual 
characteristic, unrelated to the circumstances of th^t indi- 
s.viduars life. There ar§ two models, then, ..of retardation: the- 
pathological and the statistical. The pathological .model is 
based on a disease model that views mental retardation as a 
biological dysfunction typified by^ parjicul^r- biological symp- 
toms. The statisticar models states that a person is. abnormal 
if he failsjnto the tails of ^he statisticaMistributio'n of the 
population on whatever measure is being'used for diagnosis. 
Both models imply a relatively simple conc^tion of a develop- 

• mentally constant and pervasive factor of general intelligertce. 

, yet this.conception is no longer tenable a.s a model for. 
"ment^F' development.. 

Intelligerfqe is clearly a mattei^ of basic endowment, health*^ 
status, enviroh^nta I expectations and experience, learning 
and definition, th^ pathological model fails when*one refers 
/to^^^chological functions.- development \s- not a disease that 

, " 6 ' ' 



...... V V • • 

yields.a judgmertf df present or absent. There is an enormously 
wide range of what is "normal" or **artj|^age'' in developmental 
proce^es, and an equally wide raAg^n the variant rates at 
which different functions/,develop in different Children, One 
frequently wisbes that this were not so, btit it.mcrst be stressecJ 
that "develbpmeht is not a single unfolding of ;more compli- 
cated behavior* frocn infancy tovmaturity, but a process of 
learning and. interaction/' ^Boelsghe 



The Model of * Medical Screening versus Developmental 
Assessment . 

. The nature of developmental (Phenomena discussed above 
leads to Very different model's of screening and a^essm||||)t. 

Medical screening is a so^feticated concept; such* 
screening is*' usually simpfe, quick, capable of "pass cfr fail" 
Jnterpretation; it is aptplied once to each subject to minimize 
non'-cooperati6n, and lends itself to evaluatiop in terms of 
sensitivity, specificity and repeatability. ; ■ 

. Developmental assessment of psychological functions on the 
other hand, is a clinical procedure to which "pass or fail" 
interpretation should not bfe applied, repeated examinations 
are esseftlial and it is not amenable to detailed quantitative 
evaluation. (Rogers, 1971). The essentially clinical nature of 
developmental assessment must never be overlooked; screeji- 
ing cannot be a "one-shot" attempt on a parameter that is 
developmental. 

Developmental assessment involves a . description of the 
child's adaptive/functionirig in the niajor areas of development 
6f skills (motor, language, self-help, etc.) and adjustment, 
including behavioral and emotional characteristics. Such 
description of development and adjustment may be based on 
parental report, clinical observation and possibly direct testing 
of the child." ' - 

Preliminary interpretation of functjpning in /elation to the 
expectable range for children of the same age/sek and cultural 
group then defines a developmental profile of the child's 
strengths and weaknesses. This developmentat profile niay be 
used to define needs for further evaluation or other inte'r- 
ventibn.c l . 
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There are marked differences in -the, personnel required,, 
also, for medical and defVelopmenfal screening: for medical , 
screenp; tests, suitable training in procedure is necessary 
^ but no^evious climcal experience is necessary or even de- 
sirable. Developmental assessment, on the other hand, should 
only be performed by personnel having broad experience in 
the childrfen of the age being assessed, and having specific 
training and experience in the field. 

If pne uses the analogy of screening oranges,*for si?e as an 
appropriate one for rinedical screening, then it is easy to see 
that the Appropriate method for screening is the use of some 
' sort of size sorting Equipment-screens with progressively 
finer mesh. . *. ' 

Of course there may be numerous othej^ standard charaQ- 
teristics against vyhich any given orange must' be' as- 
sessed, such as ^.juiciness, sweetness,^ resistance to 
bruising, color, ^hfckness of skin,- peeling ease; general 
esthetic appearS'nce, etc. Some of these characteristics 
are more difficult to mechanically screen and assess than 
' others, thus requiring the informed, relatively subjective 
assessment of trained interpreters to differentiate and 
^ classify them. (Meier, 1973) 

This seems an appropriate'anafogy to developmental screen- 
ing and assessment. Because we use the same word- 
"screening"-we seem to have confused the concepts of 
' medical screening for the presence or absence of disease with 
developmental screening, which, might more appropriately be 
called review of developmental status. 

The distinctions between the two models complicate the 
generation of a comprehensive, nation-wide screening syst^m^ 
The dangers of over-generalizing a model which may be 
relatively satisfactory in one realm other, inappropriate, 
realms cannot be'overstressed. 

; ■ ■/ ^ ■ 

State Behavior 

The physiological and psychological state of the infant and 
child at the 1*me of testing, that is, the degree of wakefulness, 
alertness, anxiety and attention is an important confounding* 
factor in all screening and assessment efforts and frequently 
has been overlooked. TJius it is^possible that a low score on 

* -8' ;, ' . ^ 
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some screening or assessment procedures may hot be a 
iunction of some deficiency; but rather a function of the child 
T)erng in a state inappropriate for that assessment at the 
time. The issue of the strange surroundings must also be care- 
fully considered in relation to the child's degree of comfort, 
and therefore test-taking ability. - 



Developmeritai Issues 

Screening cannot be a one-shot testing session on a 
parameter that is developmental. There is a great deal of 
misunderstanding about developmental issues in children,, 
and about the constant change in their deviglopmental capac- 
ities- In addition, infants and very young children are difficult ^ 
to screen and assess definitively because of the wide range 
of normal inter-and intra-individual variations ^s they rapidly 
groW and develop. 



Lack of Predictive Validity 

Developmental screening in the traditional sense cannot be 
r used to predict future potential/ because of the nature of 
"intelligence", because of the limited number of item?" 
on such screening devices, and because of the^difficulty of 
standardization using different ethnic; socio-eponomic.: and 
educational backgrounds of children and families. Such pro- 
cedures should be used only as observational, descriptiqns, 
by thoroughly trained examiners, which would then lead to 
plans for educational and remedial intervention for each child. 
Stability of intellectual functions is very probably in large part 
a function of environmental stability, and in no way may one 
predict how an individual might do when the environment is 
radically modified toward greater enrichment oV deprivation. 
The predictive validity of developmental screening devices is 
thus very poor, based on issues of environmental stimulation, 
or interference. * 



Problems of Personnel 

Since children of. pre-school age are frequently shy with 
strangers/in a new setting and with^strange tasks, the skill of 
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the examiners Is an especially important issue/ In many cases, 
bilingual compet^ce will be crucial, as will be a thorough 
knowledge of the expectations^of each ethnic group for .their 
children. Programs, to. develop personnel with such skills, and 
to' train, re-train, da periodic^proficiency checks and constant 
supervision are extremely costly. 

The'^Treatmenr/intervention System \ 

. The- basic que$tiof> of having a,detecftion system when no 
"{reatment" is available must be faced. If screening and then' 
full scale assessment do not guide some form of "teaching" 
process or intervention system, why do it? Improvement injthe 
health status of poor children requires meeting-*^rge volume 
of unmet need for health care as well as changes in environ- 
mental; social and other factors that affect-health status, but 
are outside the 5Cope of a reimbursement and. support system 
related solely to health services delivery. This is a crucial 
point, particularly in the area of "mental defects". Many de- 
velopmental "defects" are social, educational or nutritional. 
Unfortunately the required services are not eligible for reim- 
bursement under the current Medicaid systerp. The Federal 
appropriation for Medicaid does not include, 5nd State Medi- 
caid. agencies do not have, funds that can be directed toward 
development of health care resources, whether, manpower, 
facilities, or equipment, or toward research and demonstra- 
tion efforts, specifically for the purposes of EPSDT. 

When a satisfactory comprehensive developmental screen- 
ing system has been field tested and thoroughly debugged, it 
is only useful if it plugs into practical intervention programs. 
The implementation of early childhood intervention through 
EPSDT has enormous potential for impact on the health, 
mental health and welfare of the entire country. 



3. An Approach. to Developmental Review 

Given that thfr 'process of developmental review is more 
appropriate than that of screening, it becomes apparent that 
such developmental reviewers must, of necessity, engage the 
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parent or other caregiUr as a significant aspedt of the jeview 
proc^/Thus. in.ordeho accomplish the goal of reviewing the 
development of the cljiild and the concomitant ^rengths and 
weaknesses, the assidtanc^ of >the parent, or other caregiver 
miist be engaged.. Any^ such review process must make vigor- 
ous efforts not only to engage ^the caregiver in the review 
process, but must also! be alert to the.psychological dynamics 
of the review process{- such as the natural ambivalence to 
Intrusion into the family and consequent concern about ade- 
quacy .as a paren^ or paregiver. Any such developmental re- 
view process should, to the maximum extent possible: 

1: Avoid coercion, such as mandating. that the develop- 
' mental review ^e a condition for a survival need such 
. as a welfare payment. t , 

" 2. Provide for significant benefit participation in the 
form of a better junderstanding of the child, with the 
aim bejng to provide assistance to the parent in 
coping with developmental' problems, rather than the, 
. anticipati(/n of criticism for inadequate parenting. 
'3. Recognize tiae ethnic, cultural, social, and linquistic 
differences that exist in a pluralistic and culturally 
and ethnically diverse nation such as the United 
States. The developmental review process especially 
^' the interpretation of the findings of sOch a. review, 
must make a vigorous effort to insure that such djffer- 
' ' ences are recognized, respected and incorporated ^ 

appropriately. ' ** 
' 4. Insure that there is adequate provision for an inter- 
pretation and review of the findings with the parent. ; 
taking into account the strength as weU as the weak- 
nesses of the child, and insuring fhat the interpre- 
tation' is, to the maximum extent possible, of practical 
benefit to the child and parent in the facilitation of 
future development. t , 

*Thus, the process of parent, "engagement" is viewed as a 
primary prerequisite for any adequate developmental review, 
and as 3 sine qua non of the adequate implementation of such 
a prograln. 

r 

Developmental Review 

Given an extensive review of currently available. materials, 
it is strongly recommended that no single instrument for de- 
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velopmental assessment be mandated nationally. There Is no 
^one single instrument, inventory, or assessjifent tool that .isr- 
' totally satisfactory. Any. instruments used must meet thfe 
criterja discussed, below. At the current time there is no one 
instrument that meets such criteria. There are a number of 
assessment tools that might, serve as prototypes of approaches 
to the adequate conduct of a developmental review, and the 
criteria for such exemplars are discussed jn the following 
section. It is also strongly recommended that the system of 
developmental review herein discussed be clearly recognized 
as a system for developmental review, not simply 9 piecemeal 
approach. We strongly urge that- this system of review be 
adopted and implemented, and that appropriate gurdelines and 
regulations be developed for its implementation. •/ 

In essence, the system of developmental revieyv proposers 
that an adequate review would include factors' for these 
areas; ^ ^ 

1. biological dimensions - ■ ^ 

2. psychological dimensions 

3. family dimensions ^ 

4. environmental social cultural elements. 
The (review should be carried out in three stages:. 



Stage One ^ . 

The b'iologit^al dimensions would be reviewed within the frame- 
work of the pediatric physical examination. The basic 
sampling from the biological domain would be conducted as 
set forth irf the guidelines for ttie pediatric examination of the 
American Academy of Pediatrics; It is further proposed, how- 
ever, that the pediatric examination be slightly e^cpancled to 
include an:opportunity for the child and family to discuss, if 
they so wish, any characteristics of the family situation that 
they identify as causing stress and problems; as well as to 
identify strengths and support systems that assist the family 
in its coping behaviors. Some sample questions that might 
be added in {he course'Of the pediatric examination and health 
history are: • ^ 

Who isJn the family unit? _ 
,12 
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. ' How are the key relationships functioning (parent/child, 

couple, child/child)? ^• 
• Are there health and/or social of efrptional problems that 
are of concern to the famjiy? 

This opening of an opportunity to review problenris and assess 
strengths and support systenris with the health personnel al- 
. lows for further engagenrient and child/family developnrient. 

The second area to be covered in Stage One review is an 
assessment of the child's functioning based upon the parent's 
-report. Ttjis would provide an opportunity for the parent, 

* alone or in- interaction with the health personnel, to comment 
on the child's developmental progress ahd on issues relating- 
fo behavioral adjustment, temperament, coping capacities and 

' the like. This would involve t^o sub-sections: * 

1. /\ pa^rent report (interview or inventory) of the child's 
developmental' skills- ^motor./faniguage. etc.)^ that 
woula provide a developmental profile of the child's 
functionifig. 

2. .A parental' report (interview or inventory) of the 

child's adjustment and emotional and beha\<|Dral 
status.' 

Both of these reports may, according to local option, be de- 
veloped as^uctured inventories which would permit review 
of changes over time as the child js followed ih the health 
^ care system. The use of structufed inventories would also aU 
' low paraprofessionals a key role in gathering this. information. 



Stage Two ^ ■ 

On. the basis. of the informal observations of the person doing 
the health examination, and on the mater'ia'l from the parent 
questions, the parent inventory' covering developmental areas 
and the parent inventory ^covfring behavior, it would be de- 
cided if there were a need to refer a specific child, to Stage 
Two. In Stage Two there would be direct structured obse|;va- 
tion of the child's functioning. This might be -accomplished 
usjnga variety of broader developmentahscreening inventories 
or instruments that are currently available. Paraprofessionals 
might then be trained to administer these screening jnven-' 

•: ■ ■ ■ . ■ ■ 
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tories, it interpretation of results and constant monitoring of, 
reliability were the responsibility of, more highly .trained pro- 
fessionals. 



Stage Three 

^ Based on thQ findings from Stage Two a child might be re- 
ferred to a Stage Three assessment of functioning. This stage 
of the developmental review would include aspects of the 

-four dpnrmrns^itsted-above: biological, psychological, family 
and eavironmental/socral/cultural. 

\XY\\}^ biological domain, one might envision a child being 
referred for careful neurologic assessment, or for an ejjtensive 
physical examination and review of health history, the health 
history; as specified in the guidelines of the Ameficah Acader^ 
my of Pediatrics will also yield a great deal of pertinent in-^ 
formation on development. ^ 

In the psychol^ica,! domain, the recommendation is that 
an adequate developmental review cover behavior representa- 
tive of a wide variety of functions: . . 



Cognitive Development * ■ 



Cognitive Skills 

•Judgment and reasoning processes (as opposed to out- 
come) 
Memory . 

Inte^rest and skill at gaining information 
Information about the^world ' 
Integration and organization 
Attention, persistence 



Coping Strategies 



Characteristic patterns of dealing with tasks 
Motivation 



Social Deyelopment . / 

- Relation to adults 
Relation to children 
Self-help and adaptive skills 
Concepts' of responsibility and moral dictates. 



Emotional Development 

Affect expression and^ohtrol 

Self-concept; self esfefm 

Body image 

Individuation 

Concept of competence 



Language aiid Speech Development 

* Receptive language; language comprehension 
Expressive language 
Articulation 

Fluencyc^ ' ' 



Auditory Perception 

Discrimination' ^ 
Auditory memory - 



Visual Perception 

Visual 

Visual motor ♦ 
Visual memory 
. Visual integration 
Visual sequenceing and reasoning 

is: ' 
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Physical Funetiont 

Moyement, mobility , 
Gross motor 

Fine motor - . 

. ^ ■ • ■ ' ' - ' ' ' 

\n the fagi'tly domain, one might use any number of cur*. 

rently ayailable family stress inventory outlines. One would, 
in addition, be investigating the issue of what familial factors 
are available to support the healthy development of the child. 
One would like to know about parenting issues such as: 'do 
the parents feel they understand the child, do they accept the 
child as. he is, do the parents feel in control of the child or 
is he "beyond" their control, and do they essentially trust the 
child. A variety of economic, historic, and human relation- 
iship issues raight be reviewed for their strength-giving aspects 
in child development. 

Jt must be emphasized that the identification of -emotional 
and behavioral difficulties, and problems with sOcial develop- 
ment or parent/child interaction, should be left to parental or 
child- initiative and sensitive clinical observation. Clinical in- 
quiry as it is normally carried out with parents iand children 
by, a skilled professional rnust be employed at this stage. 
. The use of a systematized standardized procedure inquiring 
^ into these issues is ethically unacceptable. 

In \he environmental /social /cultural area, one is essentially 
again looking for the factors to support the healthy develop- 
ment of a child and family. Particularly pertinent here would 
be the support of community institutions such as schools, 
hospitals, churches. Fecreational facilities, and the entire child- 
care/day care system. 

I^t should be emphasized that at every pbint in the develop- 
menta^ review, the orientation is toward the child's compe- 
tencies and forces which are facilitating or could facilitate 
the child's development. 

Is Intervention Necessary? 

The final question, of coursef is "is interverition neces- 
sary?" The entire developmehtai review is d process of at- 

• • 16 • , • 
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tempting to understand in successively finer terms' the 
situation of the child and family that would lead, to positive 
action. Numerical results of test items are only one very 
small part of the picture. The process by which a child 
arrives at a result is 'crucial. 

One must observe with all clinical skill issues such as work- 
ing method, attitude, motility, interest span, curiosity, how a 
child understands his environment^ those around him and his 
own relationships to them. The ethical dilemma of reviewing a 
child's diBvelopment, without reviewing the parent/child^totality 
when this is intrusive, but crucial to adequate investigation, 
must always be raised. It is in this area that some of the 
basic disagreements of' the group were raised. What is clear 
is that this clinical assessment must be allocated to people 
highly skilled both in child development and in working with 
parents, haying a very high sens^ity to^what to appropriate 
and what is inappropriate with any specific person. It is for 
this reason that an/ extensive review of a^child's development 
"^must be done by someone with, great clinical sensitivity. A 
true cpmprehension of what the clinical process is must be 
conveyed to all people involved in developmental review so 
that a very clear understanding of the difference . between 
Stage One and Stage Two material as contrasted with Stage 
Three, the usual diagnostic state, is available. "Screening" is 
not just faster and simpler; it involves an entirely different 
process of understanding. 

• As w'JI be noted, no specific list of tests, instrument or 
observation schema have been . included. It was the feeling" 
of the group that no such list should be made available since' 
it would automatically signify to people seeing the report that 
these instruments were "acceptable". T'wo points need. to be 
made: first, that one of the basic areas of disagreement 
covered the use of instruments-acknowledged to be inade- 
quate, simply to have an instrument, and second, that 
it is clearly necessary that we do develop instruments in^order 
that the developmental review may be carried out most 
adequately. The recurrent theme in reports and discussions 
is that whjle^t is earnestly desired that there be a uniformly 
acceptable set ot\ review procedures, relativie to psychometric 
validity, norms, Cultural ethnic validity, etc., there simply is 
no such set of procedures currently available. It is the hope 
that, such a set of procedures might be developed, and it is 
strongly urged that the Medical Services Administration take^a 
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leadeif$hlp role in establishing task forces and demonstration 
projects to do just that: 

It has been noted earlier that while there is not, at the 
present time, one single fully acceptable tool for develop- 
mental review of the psyohological domains of cognition, 
emotion, perceptual-motor functions, or- -language, there are 
procedures that have reasonable utility to selected aspe^cts of 
the developmental review process and are acceptable r in 
certain situations. Any tool must meet acceptable criteria for 
use. The following criteria are proposed for instruments to be 
used in the different stages of the developmental review 
process, whether the review is direct, with .the child, or in- 
direct, through the parent or caregiver:.,. 

^^1. Acceptabimy of the instrument, and its content, to 
parent, child and professionals; 

. 2. Standardization norms appropriate to the population 
to be reviewed; to include at least the following; age. 
sex, race, socio-gcdnomif: status, and geographic^ 
. area; 

3. Demonstrated instrument reliabflity; 

4. Demonstrated instrument validity, through standard 
correlation techniques; 

5. Demonstrated concurrent validity; 

6. Amenability of the instrument to administration and 
scormg'by trained paraprofessionals, if it is to be used 
in Stage One or TwO; ' ^ 

7. Cost effectivejiesst 

8. Instrument mt^st be published, and widely available. 

Given that the instruments to be used are in conformity ^A/Kh 
these criteria, and. with appropriate consideration for cultural; 
ethnic, racial, and socio-econornic factors that may influence., 
interpretation of 'the .findings from the developmental review 
process, this proposed system of developmental review 'has 
the following desirable characteristics: \^ * 

1. It does not attach a label, or categorize, -a child 
prior to a much more extended review, referred to 
as a Stage Three developmental-preview; ' 

2/ It makes a dedicated effort to engage the primary 
. 18 ' 
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caregiver, the parent; as a collaborator in the de- 
velopmentat review procfess, and attempts to insure 
♦ that the interpretation of'the findings of the develop-^ 
I mental review are ^culturally relevant, as well as 
psychplpgically sound; ' 

• 3> . It establishes definitive criteria for any devejopmental 
. revfew instrument to be used^ .recognizing \hat the 
present state of the art does not admit of a single 
universally. acceptable instrument that is applicable 
/ to all of the culturally diverse and pluralistic, popufe- 
. tions involved Irj-tlie EPSDT program, some^ twelve 
million American^children; ' f 

4. It attempts to establish a bnef, wo rkabfe system of 
"developmental reyiew, that is functionally effective, 

both in terms. of cost and benefits,, wj^th.' hopefully, " 
a roasona'ble ' guarantee of acceptabiiity to both 
^ . parehts .and professionals;, and 

5. It recognize^ that there is not. at the present time, 
/ ^ a single, universally acceptable tool for develop-^ 

mental review, while at the same time pointing out 
that there are a multiplicity of^ such instruments that 
have practical -utility 'in differing situations, oriented 
toward' review of individual and specific develop- , 
mental functions. 

It should be constantly emphasized' that everyone is Wrongly ' 
opposed to any effort to attach "labels", or to. make a diagnosis 
of thd^ child during the first two stages of .developmental re- 
view. The purposes of the initial review are to engage the 
parentsjn a collaborative effort to assess the process of the 
child, and to identify areas in which process has been' perhaps 
problematic or., alternatively, to identify areas of special gifts 
that might be enhar^ced.-throu^h facilitative efforts.' The >first 
two stages of review would not attempt t6 categorize or "label" 
'children; rather, the syst^nrf of developmental reyiew would be 
devoted primarily to deterrpining^•whether.■' in fact,, there is 
cause for coacern and if so. what further efforts must be made 
to determine whether.the concern" is valid or merely reflects 
transient and not continuing problems. G'^ven this orientation." 
tlie question of false (Positives falsg negatives is moot. 

The relevant question might be posed as foMows: ^Ms there 
sufficifent consensus between the developmental reviewer, the 
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parent, and the child (in the case of older children). that there 
is need for further review?"' Tf the answer is affirmative, then 
the reconnmendation would-be that of referral -for Stage Three, 
review. It is to be fioted that the assumption is that Stage 
One review (other than the health examination in some loca- 
^-lions) will be done by paraprofessionals, vyhile Stage. Two 
.*Woulc|^ most likely a combmation of profes^iohal/pa'rapro- 
fessibl^l efforts, i.e. the administration l>ut not .the interpre- 
tation of the developmental review instruments will be'conduc- 
: .ted by paraprofessi^nal personnel, at this, stage. Stage Three 
must be carried out by. experienced. and skilled professional 
clinicians. On a concrete Igyel. it is recommended that whesn:; 
ever the pierformance of a given child* at Stage Two*^ deviates 
by .more than. 20% either aboye or below what would be ex- 
pected fQrj^Onological iage^ norms for that particular develo|f- 

- mental re^ew instrument then the f hidings, from the deveilop- 
rtiental review for that child should be assessed to deter;mine 
whether a Stage Three referral shoukJ be made, or in the 
case of a child vi^o has special gifts, to make special efforts 
to assist parentsin seeking out means to. facilitate the special 

^talents. It is to be stressed that this proposed method of 
icfentificatioh of children who may be at risk for developinental 
difficulties is both empirical and objective, and does, not 
.."tabel" or diagnose a child. Rather, it simply indicates that 
i . optimum developmenfal progress is either not occuring or is 
occuring at an accelerated rate.^Thus, the system pfdevelop- 
.. mental review as proposed recognizes^ that there iTla^ be 
strengths as well as weaknesses, and r^ioderates the search. 
. for pathology that is the hallmark' Of other systems, of deVel&p^-^ 

- mental assessment: _ / . \ 4* ' . 

^ : It sho.uiclHae pointed out that tfie areas , of basic- disajgree- 
, ment werife four; ^ ' . 

1. Any revievy of.ttie adeqtjacy of parenting skills'Was an ■ 
' anxiety provoking area for Q^any. This" rs' "discussed in 
duller detail jn the section on fegal a/id ethicgl con- 
siderations. > 

. 2. Using instruments that ai^ ackrlQwIecJgecj \o be 'in- 
adequate, simply to tfaye an instrument, was a further- 
area of disagreement. ' - f 

3. ^ The absolute need not to rnake up lists of "approved^" 
tests was felt strongly by'many. It is. suggested; how- 
ever/that it would be pbssible^to supply a list of tests 



/ ' ' cuirently available vylth' inform • * 

th^^ criteria of appropriateness reviewed above. A . 
separate task force eould do this jn a brief time, mak- 
• ing-'the point^fways that the situation is much more 
complicaied than many people believe. 

Irr terms of tfie'M^ 

xfuestion of whether we are ready to move from s^ 
" . scale to country-wide on any available instruments 
' \ wis an issue.. The vast social implications •of what . 
- ' • we do were constantly before 41S.. ; » . . 

■ -r .• • .'rm- . ^ • 

4. The Role oir the Parent v 

. ' Clearly underlying tifteapproach. to developmental review • 
suggested hereip is the premise that a child's cognftive and 
emotional functions do not develop in vacuo. Although this 
appears to be 3 truism, it is unfortunately also true that this 
"truism" rarely informs the development of, programs. 

Health care is often ^delivered witliout the. involvement of 
the parent. Our belief in the importangce of tlie "engagement'" 
- 6f the parent in the system,- in. the'use of information from the 

parent m the developmental . review, and in the involvement ol . 
Vthe parent in the full-scale treatment programs, should be 
stressed. \ . * 

Relationships between parent characteristics and child 
Jiealth and child devefepment and the greater long-term 

effectiveness of parent centered as contrasted to child- 
. ' centered early education programs suggests, that child 

health progparns should have a major goal of supporting 
' . . / family care of the .child. A comparison of ni^jbr charac- 
. teristics'of parentfp^ Contrasted to pro^feteional inter- ' 
.action with the child-prjbrity, duration, continuity, ^ 

amount. -extensity, intensity, pen/asjveness, consistency, , 

responsibility, as\h interfamily \feir')5bility— suggests the - 

need for a major fpcus on jthe role of the parent in the 
. EPSDT program. . Traditionally parents have^ had primary 

responsibility .for the integration of scrieening, diagnosis, 
•3nd. treatment sen/ices for their children. Parental £o- 
- operation \with health workers is essential in order to 
imake EPSDT services available to their children. There- 
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fore, a major component in "planning State and local 
EPSDT programs will be to develop communication and 
collaboration with pairents and with parent groups. 

r To achieve.the needed coll^oration between health and 
welfare professionals and parents wfll require training of 
both parents and professionals. Health and welfare pVo- 
fesjsrbnals shou|d understand the rote *of the family jn 
child health and should haye ^|(ins in strengthening and 
supporting as well as supplementing family care of the 
child. Workshops and inservice training programs for 
. health and^ welfare workers on the conceptualization of 
family-care, on variables that infli^nce family care, on the 
relationships of parental care to. child health and chrld 
development; and on new methods by which professionals 
and paraprofessionals can strengthen and support parent- 
' al care of the child are needed. The' programs should 
" motivate increased collaboration with parents in provid- 
> ing for the needs of childreA. Programs that train and 
motivate parents to become involved with review of de- 
velopmental progress and wi^h diagnosis: and treatment 
through outreach programs/follqwup programs and con- 
tinuing' home visitors programs are essential to insure 
early and continumg care of the child. (Schaefer, 1974) 

■ I ■ ■ .< ■■■ 

In develppmg a parent questionnaire, it is. obvious that' the 
guestrojinaire must not be trivial, must have developmental 
implications, but most ii7iportantly,\mdst have .pros^^pultgral 
validity. There are in the United States a; number of such 
parent questionnaires currently being- used. 

A second area of important contribution^ of parents to de-i 
yelopmental review is th^. review of the family environm*t. 
The^urpose of -this is to describe the characteristic^ of the 
family and the social and economic circumstances in which U 
finds itself, in order to identify the stresses and the strengths 
and support systems available to the child. Some (questions 
which might be added to the physical examinaljM^ve- been 
discu§^ in Stage One screening. In addition to this there is 
the . possibility that, with parental approval, a. locaf ^roup 
might choose t?Kadd considerations of a more extensive sort 
in understanding the family support system. Under these cir- - 
cumstances, an approach such as that Suggested by Mercer, 
in discus^ng measures of sociocu4tural modality might be 
accepted: j , 
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1. ftmily Structure 

2. An|ri2ation , . • 

3. occupation of head-of-household * ■ ■ . ' ■ 

4. famHy size ; ^ 
parent/child relationship ' ■ * ! 

6. sense of efficacy V / • - ^ 

7. sourcp of income , . * 

8. urbanization 

9. community participation. ' " ' 

Some local areas may choose' to focus on a "problem list" 
such- as economic stress, n>arital discord, parent depressipn, 
and the Tike. There ate several family stress questionnaires 
currently available. 

4 * / • 

It is.clearly essential that parents understand their'chil-. 
dren's abilifres and assets as well as their disabilities and 
4 . deficiencies. What a pfhi Id can do is far more important than, 
what a child cannot da The dialogue which brings parents 
and children into a true health care system is^^yital. We^Ust ..^^ 
>,also think seriously about developing par6nt-^se5l itfeatrrient ' _ 
models right at. the beginning of the programs^^This^ruciaJ . T 
( aspect of health care is frequently ignored. Treatnr^nt in this ' 
area of development frequently involves educationakprpg^ 
for parents on how to work with their children, arid educa-^^i ' . .^^-^ 
tional materials about life stylesan^ health Impact on family . 
organization.'^'Treatment" may^ educatipn of the parent, to^ . \ 
support the child's strengths. ^ ' V . 

A recei]tly published review bf intervention strategics for 
high risk infants and young children (Tjossem, 1976) reviews 
an entire series. of parent projects. In assessing the availability 
of treatflrvent resources in -local communities, most frequently 
the most obvious rejsb'urce is ortiitted-the parents. It/Is. pos- 
sitfle to help parents learn to work with their own children iaa 
way that has been highly productive riot only for the children 
but also for the parents themselves. It is recommended that a 
separate task tprce be developed that woulcl collate and then 
' make' available, to local communities the ^.arying, models of 
"pafint based "treatment" programs that.have bepri developed, 
' ^ ancrtilso nriake available to these local communities the wealth 
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of parent education material that currently exists in many scait- 
tered'ptdces. This particular useof'parent education materials 
hq|^ wH|iin it a truly exciting and innovative approach to 
h^lth bare, in this country. 

5. The Delivery System 

•Our first recommendation is that the EPSDT rhandate be 
broadened to apply to all children in this country so tfjat a 
system of developmental refiew and of developmental pro- 
tection mfght bif planned for comprehensive implementation. 

This wiir undoubtedly require the establishment of guidelines 
for eligibility offamilies who will qualify to receive these serv- 
ices paiti for by Federal funds and for.sl^iing fee scales for 
other families, but we believe that the service delivery systems 
•contributing to the goals of EPSDt ought to serve the needs 
of all children in our society. Primary prevention and early 
intervention programs should be available to all children aind 
youth. The identification of EPSDT as belng'available only^ to 
poor children is detrimental to the poqr and nonpoor-alike, as 
well as to the lopjg-term viability of .the. program. It also de- 
tract^ from the potential of oyr efforts to conserve our most 
valuable resources for the future— our children. • * ' 

Theris is extensive overlap in functions and goals of several 
existing Federaf programs. In the interest of pooling resources, 
consolidating efforts, and effecting maximum impact, we 
recommend that such overlap be eliminated, possibly through 
man<tated merger. 

It. is premature to say whether actually merging programs is 
possible or desirable, or whether EPSDT should have the key 
coordinating role, described below. We need to know a great 
deal more about *how each of these programs operates, how 
they are adfninistered, -what services they can provide, to 
whom, and in what kind of setting, which are most acceptable 
to families and can best reach them, etc., before any decision 
can be made regarding the most reasonable and effective 
relationship of each to the other. Nonetheless,. intensive efforts 
at coordination, collaboration and linkages must iDe continued 
and strengthened immediately, 




Specifically, the kliternal and Child Health program and the 
Education lor All Handicapped Qhildcen Act (PL 94-142) are 
programs having significant duplication of effort with EPSDT; 
A thorough reviejjr of existing programs and agencies serving 
^ children should be undertaken; with a goal of effecting such ^ . 
mergers as woiild improve our services to Qhildpen antPreduce 
duplication. Added to such a review should be program^ 
sponsored by NIMH. NICCHD, BEH and OCD/Children's . 
Bureau. Care must be taKen, however, that existing services 
provided by. current Federal programs must not be lost if iind ' 
when a consolidation of effort should occyr. ^^r ekample. it 
would be unfortunate if the services now funded by Crippled 
Children's Services were lost in the "merger", . 

IntjBrfiaice of Medical and Educational Settings for AcMevin? 
the Goals of EPSDT (hereafter E PS DT refers to a merged . 
program) 

In order to facilitate the interface of medical and educational 
settings and, as well, social, service delivery systems for the 
purpose of achieving the goals of EPSDT. we are /ecommend- 
ing the establishment of an EPSDT Coordinating Office at the 
local level to be staffed byxan EPSDT local Coordinator and 
supporting personnel. It will be the function of the Coordi- 
nator to insure that the screening/ diagnosis, referral, tr^at- 
'ment. information disseminaiion. and follow-up resources of 
the community be brought to bear upon carrying .out the goals 
of EPSDT. It wiM be the functiqii of the Coordinator to relate to 
the medical, educational, and jservice agency settings? so that 
each contributes its competence in providing developmental 
review and protection for all children in the community ^nd for 
individual children who need special services. ® . 

Developmental review and protection of the child begins 
during thie prenatal period. Pregnant teenager;5 and. pregnant 
non-teenagers need to be provided with a health delivery sys; 
tem that offers both /medic2f^ and 'educational services* 
JhrciJghr4nforntiatk)n -dis^eminatron and . b^^ relatirjg to the 
*i schools. '|5I^^^^ offices; welfare* 

--.agencies.' and individual famiHes. the EPSDT .local coordi- 
nator should work to insure that every pregnant woVnan is i 
entered into the health delivery system as soon after^the on-.^ 
set of pregnancy as possible. . , , ^ 

Initial developmental review becomes possible m tfie first 
few days Of life \t\ the hospitgl setting on the. basis of present- 

. ' \ . ' ^ ^25^ ■ ' V. , ^ ■ 
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Ing conditions^ some infants will be classified as high risk 
for normal development, some will be classified as suspected 
risk, iand some as normql. Later developmental delay and dis- 
order may be expected from all . of these' groups, in differing 
percentages. The normal pediatric exam needs to be supple- 
mented by an additional screening instrument. None present- 
ly exists that can be conveniently implemented. However, we 
are recommending tha|, suhlect to parental consent, each 
newborn infant in a cbrrtounifty or designated EPSDT district 
be entered in a birth registry and slated for periodic hqme 
visits by an EPSDT home visitor. The home vi§itor would- be 
expected to make contact Wth the parents prior to the infant's 
dismissal from the hospital, to condQct or arrange for sub- 
sequent metabolic and/or blood screens that^an be done in 
the home at 10-14 days and to offer the parents pertinent 
\ information concerning early child development and resources 
' , available in the community including clarification of the full 
range of services available from the EPSDT Program. If de- 
velopmental problems are observed by the home visitor (as 
^ result of general observations/ parental concerns, or the 
applicatron of a Stage Two developmental screening test) re- 
ferral to appropriate medical or developmental services for 
Stage Three evaluation would be made if the parents are 
•agreeable. With parental consent the home visitor would 
facilitate communication with the child's physician if the 
child is being served by a physician or would refer the child 
and his/her family to apprbjjriate services. Home visitor's 
work should ^be under the supervision of the EPSDT Coordi- 
nator and be assigned in accordance with neighborhood or 
community EPSDT districts. However, flexibility in program 
requirements should be -maintained; if lodging the home 
visitors with an existing community service rather than in the 
office of the Coordinator makes more sense for a particular 
community or neighborhood, such arrajigements. should be 
permitted. . , 

Tha frequency of visits would be determined by a needs 
assessment by the home visitor. Visits to the home will con- 
tinue until the child has been engaged in a system that pro- 
vides health care overtime. The home visitor's; rol^ would 
, serve educational goals, permitting developmenta^ review to 
take place and would^faci4itate referral and .foHow-up. At any 
time, upon parental request, the home visits Would be ?liS: 
continued. / . 

- , * ' ■' ' ■ 

■ IS7 



153 



Public health nurses, pediatric' nurse assistants, 'develop- 
mentai ^choiogists/ and other professionals with soecial ; 
training might serve as home visitors for the purpose or prb- 
^viding special services to the family (e.g., home based develop- 
jmental programs for young infants). / || 

At the ebd^)f the preschool period and just prior to entrance . 
into the public school, the question of the interface with the 
public schools for purposes of information transfer will riee!d 
to be faced. Children identified by the EPSDT program as' 
having been recipients of seryices'may or may not be served 
by having information communicated to the puBlic schools. 
It will be the responsibility of the EPSDT Coordinator to ' ar- 
range for^sen/ice agency personnel providmg services to the 
child to meet j/vith the parents of tlie child for the purpose of 
making a decision concerning information transfer Such de- 
velopmental ififormation transfer is recommended only when 

• the information would be helpfu! in identifying the conditions 
under which a child fJDctions best, so as to enable optimal^ 

■" school placement. It is our recommendation ibat only diag- 
nostic information that is pertinent to educational prescription 
for the child be communicated to the schools, subject, alwayis, 
to inforrned parental consent. J^e are assuming that normal ^ 
niedicai information typically required by school systems at 
the time -of 'public school entrance for all chittjen would 
continue. As the chUd. moves across systems or Within sys- 
tems/ information transfer should only occur when the parent 
ind service provider agre^ that it i? the best interests of the 
child. With due consideration of age ^nd maturity the child's 
consent should be included as a condition for information 
transfer: ^ * 

During the years in which the child is enrolled in the publrc 
schopl, the teaciier anc^ parent are always the first line of in- 
formation for developmental review. Special training*programs 
willsbe recommendfed which^will enhance the developmental 
surveillance and protection role of the teacher It is in relation 
to the entrance intOjipubltc school that the recommendation # 
for the close collaboration or merger 'of PL 94-]^ and EPSDT 
is,most relevant. This "mergep!' of the mandates of PL 94-142, 
Maternal and Child HealtVi and EPSDT will maximize the re- 
sources "available for developmer^al protection of children . 
during the school years. We recommend leaving to each State ^ 
the impfementation of goals of these "merged" mandates via 
interagency agreements and local coordination of services and 
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agencies. Icjentification of. individual educational needs should 
be part of an ongoing program, to be followed up by the pro- 
vision of relevant services. During the adolescent years, edu- 
cational or direct experience which contribute to develop 
mental readiness for parenthood and adulthood should be 

made available. 

• ■ . t . . ' 
In an attempt to Insure' thiat services are madp available, 
states should be required to outline a phasing plan for EPSDT 
implementation beginning with outreach and covering start 
up and activation of the full range of EPSDT services and 
providing for^ multiple entry pdints. Local EPSDT Coordinating 
Councite should be' established with representation from the 
schools, hiealth services and other appropriate agencies; 
parental representatives must also be included. 



Recommendations Concerning Support Systems for EPSDT 

. ^R^o major support systems were mentioned in the preced- 
ing section. Recommended is the creation of an EPSDT Co- 
ordinator, and EPSDT office and support personnel for 
EPSDT districts. Where feasible, these, districts should be 
formed to be coincident with local school districts, or to be 
larger or -smafler than existing school .districts depending 
upon population density. Also recommended is the establish- 
ment of EPSDT Community Coordinating Councils (as noted 
ab(5Ve).to include the schools and all service agencies a^ell 
as including representatives of parents and service providers. ' 

These support systems are being recommended jn order to 
enable arltl facilitate 1) planr^ng an the local level; 2) identifi-_ 
cation of gaps and needs in th^ service resources; ^) coordi-. 
ation and stimulation of services relevant to achieving goals 
of EPSDT; and 4) cooperation and contribution to the extern|tl 
evaluatjorfof ERSDt! ' ■ ' 

As is obvious froni the foregoing recommendations, there vis ^ 
*an absolute necessity fojexamme any local situation prior to 
initiating a program. Questions involvedr in a health Jieeds 
- assessment of a community wouJd give answers to "who is 
there to do it", "what are tre supportive institutions'/, and 
"what facilities are available te work with parents m develop- 
ing the fuljest treatment programs." ^ 
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The manpower issues involved in training, consultation^and 
technical assistance are primary. To t>e carefdlly reviewed, 
again in each local situation, are issues of qualifications of 
personnel tnvolved in each stage of developmental review, 
cultural appropriateness of these personnel, and their training 
and education. Each natural system on a local level wouJd 
^include not only the professional system but the highly^ valu- 
able, and indeed critical, sources of information and support, 
the parent^. The characteristics of each natural system need 
^ to be defined for each locality. We clearly are recomrfiendlng 
multiple models of service delivery depending on the char- 
acteristics of individuals' and agencies available as, support 
systerns. The local coordinating councils may decide on re- 
source centers with transportation to these centers, on the 
iJse of mobile units, on the use of community college person- 
nel, on ja. multitude of other mechanisms for obtaining serv- 
ices. Again, improvement in^he health status of chTSdren 
requires meeting a large volume of unmet needs for health 
care^as well as for changes in environmental, social and other 
factors that clearly affect lieajth' status but fere outside the 
scope of a reimbursement and support system related only 
to health services delivery. For this reason our emphasis on" 
. coordination 6f -program and payment mechanism must be 
taken s^iously. 

. Existing programs vyhich hold enormous potential are not 
adequately meeting the needs of America's children and 
families. Federal programs afre scattered among dozens of 
departments and agencies. 

This fragmentation creates problems of coordination at 
.r . best and conflict among.programs at worst. At the st^te 
and local level the situation is even more confusftl. A 

. wide range of services {^families and children is cur- 
rently being provided rn an essentafly 'haphazard fashion 
from' many, different government agencies and private 
organiza^ons. Despite the sporadic attemj^|iMll| com- 

^ : munity 3nd regional planning and-coordination^'the re- 
'-sLilt has been inadequate coverage in ^niany localities 
and duplication of effort in others. 

•» 

Categorical, single strategy programs, while effective in 
meeting some of the specific needs of many* fanpilies have 
failed to provide the support" required by many familieis 
^ ^ with multiVie/i?eds. In addition- to programs specifically 



dlriectecr toward families and children, public policies in 
many areas hav% effects, both positive and negative, on 
the welfare of families. Despite this fact, little explicit 
attention is given to the impact on families and Children . 
of welfare, health, housing, transportation, environmental 
relation, criminal justice, recreation, consumer pro-- 
taction, and other programs, both old and new. (Towarji 
a National ftrilcy-for Childreti andTamilies, 1976) 



The Parent ahci Support Systems ' 

To be emphasized repeatedly in this approach toward co- 
ordfnation of services at a Federal and local level is the role, 
of the. parent. • ^ V 

Support not intervention for parents of^oung risk chil- 
dren has emerged a^.the most promising available ap- 
proach for producing developmental gains. Findings show 
that parents are effective teachers of risk children if 
given Appropriate support. Their success in^enh?ncing 
their child's development rests largely upon their moti- 
vsrtwn, JnVolvement and acceptance of responsibility, 
the early relatFonship established between mother and 
infant is given as a fundamental determinant of the child's 
later course. With acceptance of. these principles and the 
family as" the object for support, communities can 
organize supportive services that enable families to en- 
hance their risked child's development. 

> 

Ideally; the approaci* b§grfis \p'^he newborr> nursery. 
Here, both physicians ar\d nurses are alert to sounds of 
early risk and show concern for the cKild's developmental 
: well-being as well as health. Ir^ their -appraijsal, sijgns 
of risk in the early mother-infant relationship are not 
ignored. With evidence of risk and need fqr support, 
mothfer and child are discharge?! with an accompanying 
- referral to.be community health services for rt'urse stip- 
port andK)bservatiC)ns in the home. 

In her home visit, the nurse first gives expression of the 
community's interest and support for thef future- well- 
' -being of the risk infant and family. While observant of 
total faniily needs as well as the health of both.mothier 
and child> .the nurse is SLiPportive of the mother's ben- 
, . ' ■ ■jf 
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eficial chiHTjcare behaviors. She continues her periodic 
visits until, after exchanges with the child's bhysician, 
determination is made tt^ no risk or conticxjed risk is 
pilesent With this determin^ion, she maintains her 
visits and relatidnsh^with the 'risk child and family and 
terminates serviceoHK child and family that are doing 
well. , 

In the continuing supportive relationship, the nurse ex- 
tends her knowledge of child care and training to the 
^ child through the mother. For family and child require- 
ments bej^ond her command, she draws upon her- knowl- 
edge of community or area .resources to bring them Into 
family service. In this mannej, ref^rakof the family is 
made to the community's educational resource upon Evi- 
dence of the risk child's heeds for edgcational assistance 
in mastering the developmental' tasks of childhood. 

The transition from nurse arid physician to education 
services brings with it ^ comprehensive understanding 
of the child's h^lth and developmental status* and the 
family's needs and strengths. Upon educational evalua- 
tion and acceptance for service^ the child and farpily 
enter into the home-based training program offered by 
the educational resource. The individualized training 
program is implemented by the parents with th^ gu\da'nce 
and support of the educatof. Continuing, as needed, -iyito 
the preschool years, theaeduqalor monitors the. family's 
and child's needs for adjunctive community services and 
assists in rbringmg their isupport to the family. 

The parent approach outlined in the foregoing is but one 
of th^many models a community might develop to pro- 
* vide |Wvlces to risk children. To the extent that other 
models capture the basic principles jnvolved. they should 
be effective programs/These principles restated are: 

1. supportive secvices are initiated early 

' 2. are offered on the basis of perceived risk and 
. need, not diagnosis 

3. 'are family oriented 

4. support and enhance the mother-child interaction 
system, and 

\. 

5. are sustained. ' . - 
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The reviirernents of the basic program are modest* and 
can be met They exist as medical, nursing, and early 
educational servicfes provided in most communities, or, 
In thehr absence, can be developed, througfi existing 
agernry organizations. The* resources and technology are, 
or can be, available. The task, now, is to make thSm 
work: (Tjossem; 1976, pp. 24-25) ' . 



6. Payments^nd Eligibility 

The coordination of seiyides and programs discussed m the 
preceding section obviously dictates toordin^ipn of payment 
and eligibility issues. It Is a strong recommindatibn of this 
group, that the "merged" EPSDT Program be available to all 
children and families in the^Unitftl States. It is also urged 
that tunds be made avaiiabte for development of health c^re 
resources, including/copsiderations .of manpower, facilities, 
and research and development. 

In the current situation, EPSDT turnover in eligibility ne- 
gates the peViodic alspect of" EPSDT and may deny treatment 
fourtd necessary as a result of developmei^tal review. There^ 
are lapses in elfgibility and these lapses are a clearly demon- 
strated, problen^.. Patients may not be eNgible for services 
long enough to receive treatment for identified developmental 
problems, or their treatment may be interrupted on the basis; 
of eMgibility issues. Currently, eligibility for EPSDT depends 
in most states on eligibility for welfare services, and ^haalth 
care needs do nbt necessarily correspond to welfare status. 
EPSDT reconfirms the limitation of "means-tested medicine", 
anct the need for a morevcontrnuous and comprehensive 
method of assuring tJ^^Vight to treatmefnt for people whose 
incomes often vary widely, from month to month. 

1. Ethical and Legal;Consideratio> 

. ■ ■ o 

1 • - 

.General Ethical/Leg^^ pemises 

\x\ developmental review, ethical evaluations must be viewed 
against the backdHjj^i of two different porTnative models: 1) 
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the xHsease recognition and prevention model and 2) the cul- 
tural dh/ersfty model.- the . former emphasizes' identifiable 
organic patholopes which imply some type of medicdl treat- 
ment. Wmiin this i^odel, 'the basic assumption is that -false ^ 
positives carry no risk aside from thbse associated with fur- . ^ 
ther (tiagostic procedures, j^vhile failing to- detect; pathology' 
could lead tp serious-and possible' ilrreversible consequences. 

On the other hand, the "cultural diversity" normative model 
'focuses on behaviors which deviate from the expectations of 
*the social group. J n this case',ffche basic assumption Js that 
false positiv^ are morfe sejiou|^than false negatives in screen- 
ing because labeling a child as deviant tends to triggef social 
responses such' as labeling, tracking into special' programs, 
institutionalfzation,^ changeb perceptions and expectations, 
etc., which in themselves may have irreversible consequences. 
For this reason, emerging law in the area of merrtal reta*da-^ 
tion and juvenile justice clearly rests on tbis assumption. 

Thus, any Hevelopmental^ review system initiated Hinder 
EPSDT should clearly reflect this important distinction. In our 
view, screening may legitimately utilize the ^disease modeP' 
during the years of infancy arjd early childhood- development 
when the child's primary social group is the family. In doing • 
so, however, developmental rlvjew must" focus primarily on 
thet:hild's "physiological" development. 'Conversely, as chil- 
dren enter the mandated school systiem. when -their behavior 
is ejvakjated with Reference to the expedaribns of the'^ooial 
group, developmental assessraent .necessarily encompassed ' 
behavioral me^^tires. and policies must therefore be -formu- 
lated within the normative framework of the "cultural diver-/, 
sity" model. 



Iff a free, pluralistlc^'soclety. there are clear boundaries on. 
'the •scope of legitirbafe inquiry Into personal and familial con- 
cerns. Therefore a *mass^ government' financed screening 
program should be limited to 1) those measures of organic 
functionittg and basic, adaptive copin|^ skills which'* en^oy ia 
liFgh degree ot consensus within the healtR professions and 
affected communities, and 2) those behavioral factbls espe- 
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daily associated with learning, language and speech develop- 
ment, motor, skills and jjerceptual abilities. Specific assess- 
ment of emotonal arvd behavioral adjustment and parent/ 
.child interactions should be let . to parental initiative and 
sensitive clinLcaT observations (Stage Three as herein , pror 
pc^Qd). ' ' . . ^ 



Relationship Between Developmental Review and the Re- 
maihdervOf the Health Care Delivery System 



L Programs should not be instituted without carefgl 
> . attention^ to their place, in' the full service delivei7 
system: coordifiation of services as recommended in 
S6ctidn E is vital: # . * ' : " 



2. A top priority- is the, identification of gaps in diag- 
nostic and, treatment services in'*'each:.comnlunity as 
an .intejgr?! pa'rt of health services needs assessment. 

i 3.; there must be some mechanism for assuring 'the' 
V quality, aihd equivalency of alj developmental' review 
' / and -tredtfinent services in the community. 



RelatiqnsHip Between Developmental Review and Unavail- 
:abiiity of FblloW-up Services 



It 1s not etjii.ically' mandatory to limit the scope of review 
by precluding a specific' review procedure becai^se treathtent 
is unavailable for the identified colndition. This is true whether, 
or hot tile re^ be known treatment at all, or treatment is not 
available'Mn the community, or if available. Is too 'costly. 
Reasons offered for this position include: 

■ 1, without such data, the need for the development. of 
treatment capabilities may never become apparent; 

. 2. the information may be useful to the provider in coun- 
seling the parent about managing the problem, and 
' in, developing parent oriented treatment; jDj^pgrams; 

3. treatment may. later* become available. 
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However, m many individual cases, it is lik^ that the qpst of 
Stage Three review woLild be unjustified by its likely^ benefits 
to the child. - 



Jnforming Pan(nts pfttesults of Screening 



If the devfeioprpenta! review prograrVi suggest that the child. 
IS in developmental dffficurty, the .health .professional should 
Inform the parent of the genera] area of concern, being care- 
ful to avoid ^rodsing undue parental anxiety, before recom- 
mending referral for diagnostic (Stage Three)' evaluation. If 
the diagnosis- is positive, the. clinician should inform the 
parents Jully' of the child;s cfevelopmentaj status ^nd discuss 
. the treatment alternatives. If treatment (o'r perhaps even diag- ' 
nostic) services are hot available in the community, then the 
diagnosing clinician should counsel the parent, ,utiliS:ihg-his/ 
her own clinical judgment in dete^mining^what- information 
to disclose. It is, of course, also important to inform p^r^pts 
when no. indications of difficulty are found. difing any of the 
stages, of devetopmental review. 

Criteria Governing Use of Standardized PfdcecUiies 

• 1. We accept the viewahat American society is heterbv. 
geneou^. Therefore, standardization of all procedures 
used in screening or diagnosis which are correlated 
^ with sociocultural factors must be done with appro- 
priate sociocultural norms, and alf testing^ must be 
^administered in languagV^apprdpriate to the^anguage 
spoken by th© child. Further criteria ^oc/appropriate- 
ness of instruments are spelled out ip Section 3. ' 

'After twif years, no standardized procedure should be 
. utilized. in the program until it has been approved pur- 
suant to regulations adopted by the Secretary. In the 
interim period^ task force appointed by the Medical 
Servrfee|l Admi/Nstration shall review standardized. ^ 
procedures currently in use, with the advfce of appro- 
-priate professional and consumer groups, to . deter- 
'^mine whether they are correlated w^l;! feocioqultural . 
■ factors, ' • A-^ '^V. ' 
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Z Each staridardzW procedure , should, have pr^^^^^ 
' validity tor the ftfehavior or conditior^ which they pur- 

" port to rneaaure- They rriust ha\^ predictive validly • 
. V .^for children of each of the sociocultural groups with , 
, / whom the procedure is to. u^eci. After two. years, 
no standafaized . procedure \$hould. be utilized •in. the 
pfograni untiMt has^een approved pursuant to r(?gu- . >^ 
^ lations.adopted by . the Secretary th6^ 

task force appointed by the 'Medicpl Sen^i^^^ 
- i^ratio^ shall review the predictive validity of stand^ 

ardized procedures currently in use for compliance ' * . 
with, this standard. ' ^ ^ <V . 

Th© Etl^cal Relevance of Cost' - "^^^ 

Cost becomes an ethical issue when ''fpvernmenti"::^th 
limited resources, must finance services for large numbers of 
children and must 'choose to what extent which children can 
and will be.served: f ^ ^ ' . 

; Although reliable cost, estimafies are presently not available 
for screening, diagnosis and. treatment for EPSDT children, - 
it is clear that such procedures should be as low cost as pos- 
sible withVthe highest /etui-n. 

Considering these premises, we suggest the^ following guide- 
lines for. priorities , for the;£PSDT Program: . ^' , . 

1. Priority for care should be- targeted 'to the prenfital. * « • 
• , infancy and clearly childhood periods' until the^^d^ 

reaches the mandated school entry a§^^ . ^ : ' ■ 

. 2. Stage One and Stage twb review procedures should 
' ,be as quIcH, brief. anti sinrmie as possible -without 
V sacrificing quality so that |s high, a proportion of • . 
funds as possible can be .ptJr toward treatment. * : 



lutormecf Consent 

* 1. Parents 



■-Jr. 



I 3. As an integral part of the initial outreach phbse of t 
. a developmental review effort, f^ents should be \ 

' ^ . . 36 \V . 
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A^the time of " the maqdated school entry screenings all 
records of earlier developmental review at time of brrth,odur- 
ing infancy, or at time of pre-school entry would be consoli- 
dated by the EPSDT Coordinator. It will be the respofisijallity 
.of this Coordinator to arrange for service agency personhet 
. providing services to the child to meet with the parents of the 
child for the purpose of making a decision concerning infor- 
^rhation transfer. Sfth developmental informafioi^ transfer is 
• recommended on/y when the inforination would be hejpful in 
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t>^ov}ded with a written^ description of the natyre 
and purpose of the proposed procedures, includ-r 
ing adequate assurances of quality, .confidential- 
ity and benefits to the child arid family. Any writ- 
ten notification should include jr>foriTiatioajri a , 
la^ig'bfige appropiriate for that (Particular familp., 

b. At the tinrie the parent persoftaUy appears/ He or V';^? * - 
she should beiVerbally informed of tpeniatuj-e aftd 
.purpose oT all developmental review procedures, . 
and should be notified that selective participation 
is possible. A refusal to.authorize any given pro- 

. cedure must ncrf jeopardize the child's access to 
any other aspects of the program. Parental con- 
sent should then be obtained for each procedure 
and for any proposed transfer of records or infor- 
mation upon completion of the developmental ' ; 
review, ' . . , » 

Informing the Child k \ - 

Each child being served sntould be iriformetfof the . ^ 
nature and purposes of the pjfocedures and their re- 
sults to the maximum extent possible consistent, ; 
with his or her tevel of intellectualiand ^motio^ial 
maturity. . , V . ^ ' ^ 



* It 

Records and Confidentiality 



All patient records should be created and maintained in 
accordance with the customary ^pn^ctices of the health pro- 
fessions. Confidentiality should be carefully preserved and no 
information should.be released without parental consent. 
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identi^b the cofi||tion$ under which a child functions best 
^so^as Bpftable optimal school placement. It is our recom- 
mendatron that only diagnostic information that is pertinent 
tb educitionat prescription ^for the child be communicated ta 
^ttje.^chools^ subject Always to informed parentaTconsent. 

^ > :>Twq irifo^^ transf^rre.d^to the^chobl system. 

2. "MedicaF" informalfeSP^ 'these records may be 
disclosed to authorized pef$ons ^o. the educational 
system with parental consent in ac<&o^^ usual « 
procedures. " ,^ 

' . 3. "Screening information" pgr se should not be dis- 
closed at all. 

^ . 4, Additional information from the records may be dis- 
closed to authorized person? with parental consent 
only after the. EPSDT Coordinator has consulted with 
the parent and thev^have made an rndependent de- " 
termination that iYfe disclosure is in the chiljd's best 
interest. With due consideration of age and maturity, 
the child's consent should be included as a condition' 
of information transfer. 



Ethical Aspects of Developmental Review and Assessment 
After Mandated School Entry 



Many of these ethical and legal concerns about the purp'ose 
and. scope of developmental assessment,* informed consent, 
parental and child roles and confidentiality of records are 
especially^acute after the child has entered the school sys- 
tem. This convnittee recognizes the-schoo! as a major point of 
impact on the child'ardevelopment at this stage of his life. 
We also recognise our mutual concern with, the critical aspecTs , 
of a child's development at this point, since much of this de- 
velopment affects school adjustment and learning ability. 
There are some, safeguards buiji jinto the education system* 
to address our concerns for safeguarding the child's rights 
(such as the Buckley amendment) and- more will doubtless . 
.come with implementation of PL 94-142. Nonetheless, the 
EPSDT Program should not abdicate nor delegate its respon.-; 
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sibillty foV.the children because they have .entered the educa- 
tional system. Tt requires instead that the criteria outlined 
interface with the safeguards in the education system, and 
buttress it when there are* gaps. In fact, the "merged" EPSDT 
with its concern for the overran health and weJI-being of the 
child, should feel that its responsitwlhies may supersede the 
requirements of the education system whenever safeguards 
•for the child's rights in these processes are concerned. . 



The Dangers of Labeling 

"It would be unconscionably myopic to entirely overlook 
some of the larger societal issues inherent in any national 
massive screening system. The legal ethical and ethniD 
ramifications of labeling humans are to be carefully con- 
sidered and respected, .e^pecjallj^ in light of the recom- 
mendations forthcoming from the 1971 President's Com-: . 
mission on Mental Retardatfon in- Monte Gorona. Cali- 
fornia which severely criticized'current labelinj^ractices 
and their subsequent dehumanizing efforts. ^P6r example, 
the determination of cutoff points separating normal, 
development from abnormal development is extremely 
controversial and the Boston conference focused nriuch 
discussion and debate^ on this crucial issue (PCMR, 
:1973.)". (Meier, 1973) 

In a *worl<ing-- paper prepared for^the National Adyisoj7 
Committee on Classification of Exceptional Children, Mer|6r 
addresses this normality issue: * ^ . 

"The classification of exceptf^n^J children has become a 
critical social problem becaule^hoSe ethnic and cultural 

• groups disadvantaged by present classification systems 
are' protecting the taken-fQjr>gfanted value frame withior*^ 

' which . psychologists, educates, and test makers have 
been operating. The classification, of exceptional children 
did not become an issue because'jDsychologists, educators 
and medical practitioners were dissatisfied with the 
present system. This fact has great importance to the 
deliberations of this comnnittee. It signifies that the cen- 
tral issues are conceptual and .ethical rather than tech- 
nical and empirical. It meai^ that basic assumptions are 
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being challengedMhe committee must be willing to 
examine basic assumpUons and to address the funda- 
mental value of question^ being raised by thos4 who take 

tissue with present politFes and » procedures. If. instead, 
\he committee treats its task as merely setting guidelines 

. for establishing the reliability and validity of measure- 
ment techniques in their traditional sense, its work will 
have little relevance to the current controversy because 
it wifixhave misunderstood the*,nature of the controversy. 
The value issues must first bp clarifledVnd the implica- 
tions of adopting a particular value frame explored." 

(Mercer; 1972b) - ' ^ 

♦ ■ 

We would can attention to fh% crucial natftre of this Mate- 
meot for implementiAj^ the pr9visions of EPSDT, for beyond-the 
.ethical issues lie t(\e dangers of legal actTorl.-Test results 
. ajje used for makinji^far-readhlng decisions about children. In 
. recent y^rs. a growing controversy regarding the use of tests 
has blossbrned. It has become inWeasingly apparent that the 
large scale use^ of tests for placVig persons in social, edu- 
cational an^^. economic mches has serious social conse- 
quences, particularly* in liglj^j^f the growing realization that 
standardlzec;! tests are unfair not only fb^e culturally 
different and the Mcio-economically disadvantaged, but also 
to the bright' unorthodox "person and the naive individual 
who (lacks experience m takiug* them. There -are potentially 
biasmg^effects of. ethnicity; language, socio-economic level, 
and conditions of test administration on test performance. 
"Increashg social demands seek to ^modify existing uses of 
tests that are inappropriate and unfair, particularly with 
minority group children/Social pressure in this regard takes' 
various fofms^^^aiTd principally includes litigation, action -fey' 
professional antfother types of organizations, and legislation." 
^(Laosa' arid Oakland, 1974) , 

The messages'that a child receives about J>ipriself from his 
environment 'deternriine to a great exfent his feelings about 
who Jie is' what -he can_dp, aad how he should' behave. »Thus, 
Jf p(arents/or ieachfers perceivf children as differenp.n some 
way, they /Will treat the child differently and fliay thereby 
encourage him to become as he is perceived. Tepchers give 
the least acceptance and support to children they perceive 
as having the least promfse-afid thejeast backing frjom parents. 
Teacher contacts wfth "low assessment" children tend to' b^^. 
significantly more directive and discouraging of initiative and 



spontaneity. When adults believe a child ta be incompetent 
they Pnay protect him from exposure to experienpes from which 
he may learn greater competence, Learning is heavily in- 
volved with the expectation that one is able to learn. 

\^ ' 

Spodfic Minority Issues :v ^ 

■ * . ■■ . ■ " ■ ' ■■ ■ ' 

Ther^ isVa prevailing attitude, based ^n ecdnomic con- 
siderations in many minority groups, that one ignores-^ 
* conditions which do not cause pain. One of the major issued 
in an^comprehensive system of devjelopmental review^is: . 
what rWm of outreach must be designed and employed which 
•will impact .upon the pattern -of health facility non-utiliz^a- 
tion Which is 'so firmly established within poor minority 
families, and which interferes with, the- ea>ly detection of. 
factors. which may potentially lead to poor JnteHectaal and 
emotional functioning. 



Why 0\xi Fears Will Not Be Stilled 

The>{ierhap$ repetitious insistence on the appropriateness 
of iir^ruments and the inappfopriatness of labels comes from 
the ej^perrence throughout the country of harm that has been 

■ done to children under the guise of ''doing good." Children 
have been tracked and labeled, excluded from school, on the 
basis of the use of psychological instruments. . In addition to 

\fhis. the issue of parertjfal aiid teacher expectation- is a dairy 
consideration. Children /aunt each other, and guilt and arfxief^ 
are easily .aroused in both children ahd families. The basic 

;rights *6f children miJfet be consideffed in* any program of 
developmegtal review. /The ^motto must always be yirst do no' 
h^rni". In the€PSDT system;" there is the potential for enorm- 

.pus good. . ^ . ^ 



8-. Evaiuatiori ^ • 

Program^ evaluation is a highly specialized field; it is recom- 
jnended that specifi||fiuidelmes concerning program evalua- 
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tion be cleveloped by a task forcfl^of experts who have specific 
competency in this drea. We cautior^ that this must be done 
quite sooa.-^o that elements consideced essential to prope? 
pfograpi evalgatlon be included in those programs now in^he' 
prodes; of Irr^plementatmn. ' 

^valuation of EPSDT shotrftf be done in relation to specific, 
^ prMetermined process and-oiitcome measurements. An effprt 
• should be made, however, to insut'e that the evaluajion of the 
developmental reviewksegments of EPSDT. does not itself be- 
come tha controllfrig factor in the operation of the EPSDT 
prografn wh§re/such cqptroi would deflect the program from 
' achieving its goals, Ajiy evaluation program to be implemented 
must^e *don6 ^ with a minimum of paperwork and^with the 

'least distortion *or interference in the operation of the program.^ 

' . . r ^ • , . 

Process evaluation would l?e relatively easy to implement 
since it iTivolves such matters as utilization, tosir issues, vpl- 
urYie of service and so forth. Outcome evaluation is much more 

' dffficult and more demanding, but must be^Me>«0fhce the 
issue of long-term predictability of any aspect^Rlevelopment- 

. al review is o^ that is crucial for.the future of the children. . 

9. Cost Effectiveness * 



In] 





(ny publicly firranced health program begins with the as- 
sumption that it .provides benefits which are an adtequate 
return on the investnjent of public funds. Otherwise, the 
governm^pt need not institute a prograrh at all. It couIcJ Ipt ^ 
the market place regulate health care, without interference. 
During the past forty years in the United States the government 
has gradually 'irKreased its share of payment for personal 
health services. In child health, thej government paid out 3.5* 
'*billio4 clolJars in 1973 for vy^glfare recipients and thfe medically - 
wUch has thereby become the major govjp^imental 
^€a\th program in both numbers of recipients an^doHars 
^nded. j . . e ' ^ 

l^he history of the federally and state firj^nced' Early and 
^Periodic Screening, Diagnosis, and Treatment Program indi- 

— — . ' . ^ ^'^ 

^ This section hps bepn adapted direcUy from the working paper writteo^ *t 
for the conference by Anne-Marie Foltz, "The policy dilemma: screenirlf 
and cost effectiveness". . . 



cates that it was established on the overall assumption that 

early detection and treatment of disease will save lives, save 

suffering and save the costs of life-long crippling conditions. 

Further, it Ws assumed that screening ^nd early detection of 

djs^ase can alter thfe natural history and course of a disease 

arid that the benefits of this, alteration can be quantified in 

* v^dot1ar amounts. These cost-benefits assumptions were never 

fully ddcumented So it is difficult to know precisely what were 

Congress's expectations when it passed the law in 1967 (P. 

90-248). Thus, an evaTuation of the ^prograrci^ based on con- 

gressional goals is not possible simpljp becausfe these goals 

were never clear. 

' • ' ' ' - . . . ■ ' ' > 

In actual fact, despite the grandiose titl^ of the program, 

it was plapned and implemented in such a way that preven- 
tion and screening have been the focus, while diagnosis and 
. treatment have been secondary if not neglected. 'Conti^uity^ 
of care has remained a' distantly hoped ^or goal. ^ 

It was hop^ed that the burden of handicapping conditions 
wo^ld be removed by providing preventive care services for 
children. The Department of Health, Education and Welfare 
'thereby thrust itself in the^ midst of a friajor xleba^e *^n the 
field ofjnedjcine and public health which has beerf described 
as medicine's great schism: prevention versus cure. 

• . ' 

Not only has there been no discussion of exactly what was 
^ to be prevented through the new program, there was no coin- 
mentary on how effective a" preventive . prograrn might be. 
Giyen thi^ imprecision of purpose, it is no wonder th^t costs 
of these programs' were even less clearly stated. 

■ " ' <■ . t 

One way of controlling costs in implementation is to limit 

the extent of services that states are required to provide! In 
monitoring the programs in the states.^HEW. decided to focus 
its attentions, on EPSDI^and hot to look at the overall care 
rendered under Medicaid to welfare 'and ^edit^lly needy 
children. 

* ■ tt. ' 

The efficacy of /disease management thi^^gh screening 

rests on three necessary-conditions: a knowledgerof the nat- 
•ural history of the disease; the efficacy or Efficiency cff Ihe 
treatment; and agreement on. a large number of social and 
individual benefits which may accrue from the screening 
procedures. For scp&eAing to be efficacious, there must be a 
^fSnsensus on tt>^ocial)and Individual benefits of the treat- 
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ment procedures/and it fe fiere that the developmental screen^ 
irtg aspects are rnost vulnerable. ' 

* • ■ ' ; % ■ 

^ Few cost estimates have been made of. the developmental 
screening components of the EPSDT program, particularly in 
relation tb bijinefitj. In the past, the issue of quality of care as 
measured by appropriate utilization has bee« constantly con- 
fused with the issue of costs. Sometimes^costs are evaluated;^ 

. jsometimes. costs are noted only in terms of the substitution of 
expensive services for less expensive services into contrasting 

^yrganizations of health care. Costing out the EPSDT program 
ar|d assessing post effectiveness has received far less atten- 
tion than studies for the Medicaid.population as a vyhole. As 

'in the case of de\^glQpmer\tal screening, the state of the art of 

.cost effectiveijessWnot far advanced. Almo/ no work has 
•been done on cost effectiveness for any system of develop- 
mental review; cost effectiveness itself may not be highly 
relevant if .the goal if to provide children with relevant and 
promotive a/ecess to health care. A "merged" EPSDT, -seen as?a 
comprehensivift care program, provides a basic package of 
health services, which^sbou Id be available to any Chifd In the 
United States regardless of h'rs economic status. 

One does not need cost benefit anaiyse/to prove that poor 
' children :shouid have access, to 'the samerhealth benefits as 
rich oneSj.lMor does or should one'need cost benefit analyses 
to decide \ha^children With cfr.ippling conditions deserve Care. 
. The analyse^ become useful, howeyer, when^^iven limited re- 
sources, policy makers, must decide how much of what sort of 
care can be. given to hoW many people. 

. EPSDTs significant contribution to the field of child health 
. has been to uncover the present health system's inability X6 
provide conriprehensive and continuous health services for 
poor children, even^ given a financing mechanism. The reasons 
for this failure are diverse: 

" 'The state of the art of preventive health services, pat: 
ticularjy with i^eference to developmentaTreview: dis- 
\ agreement among health professioftilals 3S to whiit is^^^ 

\ required and what is xieeded. ^ V- 

t^e ir^ility of offeanized systems (state health nr 
' Velfare departments) t6 monitor and folios^ all Ctjrl- 
'^•^cdren under their care: tbe lack of case fnanaigement 
• ysJujems. 
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3. The •Uliwilljngness of private health professionals to 
participate in a' public health system unless adequate 

• financial incentives are provided and bureaucratic 
dis-incentives are removed. 

♦ 

4. * Confusion among federal and^ state agencies as to 

which group* is responsible foK-child health (for ex- 
ample. Maternal and phild^Health, Medical Services 
, Administpation, the Office of bhild Developlf^ent, etc.). 

Research "fmjst be continued to provide answers to cost 
issues/and t9 develop approprtete systems for coll§ct'ron of 
data to estimate costs and benefits X)f publicly financed child 
health programs. The goal is. obviously, to determine the most 
ecpnomically feasible^ methods • to deliver services without 
sacrificing quality. " , 

the fiel;J ^f policy is extraordinarily import^n^ If Congress 
meant v^ai? jjkra? stated in the EPSOT legislation,, t(!r mak^ 
comprepnsiv^; q^re .avai^^ for every poor child, ahen/t 
must foiloW tHrough on its promises and abandon cost effec- 
tive approachiek which subvert the-^ntent of the policy. . 



10. .Trainihg, Research ^nd Demonstration Projects 

Jhe -proper implementatibn *of EPSDT acres* the country 
wiilYeqUire the development of training progrtams in order to 
increase the sophisti,cation of professionals in the area of 
normal development, developmental review, and opportuni- 
ties for tlj5 developmental protection of children. Therefore, 
•we recommend tliat there be an exparnsion coexisting sources 
of .funding so that training programs .necessary for existirvg 
prpfessfonals who vitll contybuje to the achijsvement of the 
goals of EPSDT. pfay be made available. We include in the 
group' of eligible p?ofessi6na)s: phyi&icians, nurses, teachers, 
?ychalp|ists.^^05^^^prk^^C^^^ and speech 

atboldgisYs 'anci 'aMi6logists. Trdtnin^ 



.^atboldgisYs 'a?Ki 'a^6 Trdtning programs should be 

&afrried^out by existing accredited training resources and in- 
Vstitutlpns state colleges, commgnity 

-,>^'^"^^^s)/Training could be offered in the form .of workshbps, 
courses. serDinars, and inservice training programs. We also 
' recommend \hat training funds for paraprofessional personnel 
be^made available on the assumption that Sta^ On0 and per- 
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^haps Stage Two iff the ^devejopmentar review process ;will be 
carried out by such personnel, and on the assumption^that a 
great deakof the parent 'support work wili^alsd be carried out 
'ultimately V'paraprofession^als. ' ' 

We -urge increased effort to sensitize physicians and other ' 
health professionals to the problems of parents and to the 
. problems vpf J ethnic diversity within this pluralistic society. 
We also urge that health ^professionals be trained to offer in- 
dreaseZf support and counseling to all families! 

It is crucial that members of diftprent professional groups- 
be sensitized to the ways that tbeir colleagues irf other^pro- 
fessions view the Vv©rfd/Tf?e training of any "bridge" pf^son 
must inctude knowledge not only of the propedures tJsed in the^ 
various pl^fessions that are being bridged, put also the insti- 
tutions iri which they are embedded and the "professional 
culture that 'surrounds them. Some of this can be acquired, by a. 
exposure to otVier professionals but the understandings of it 
that is essential to effective collaboration probably depends" 
. on a more explicit lamination of it during training. 

♦We wi^^gain little if we establish new bureaucratic struc- 
tures without careful consideration of the quaNties oWhe 
people, who will make-up that. structure. 

/ In ordier-to achieve. thergoafs of EPSPT, special resources 
for d€?\/«lopmental review need to ^e created tb^fstipplement 
thekiniisof assessments iypicaliy done by. physicians. The ^ 
'^laTureTof these speciaT resources -primarily are trained 'per- 
sonnel. Such personnel should have a very firm grounding in^ 
normal child development, should have extensive skill^^ in"" 
using developmental evaluation, techniques, should ^noW . 
something about the arena in which physicians operat? ana 
similarly should h^e some 'familiarity with the. nature and . 
requirements of effective educattonaj settings. They must also 
know about parents abdut fa^nilies. their ethnic and economic • 
diviersity, and t;hej5&aliiies in w.hith •they' live currerttl^y-in* our 
socie,ty. ^ ' J ' \ . ^ 



Data Available 



jt is strongiyVec'cmmended that Hjere be constructive u 
ma^le of data already available frdm ^st projects such as the 
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collaborative. stu4jes, irv.ofrder that we" may bec'ome. mucp , 
more- sophisticated ajbkxut issues of lon8ita(|inal p3rj||ptiort. k 

As has been notedr^^atedly m thi6 report? we recommend 
^research and de^elol^ien) or demonstration projects td.de- 
^velop measurement staridards appropri^e tojthe assessment 
of young. Chi Wren. There should aI?o te research' into method- 
Wogy of developmental review of young .children with empha-^ 
sis on the variety of assumptions and theories- related to age 
and ethnicity. - ^ ' * ; ' . , 

There must be the development of strategies for the sirtnul- 
taneoJs selection of ' measurement variables and the ^denti-^ 
fication of program needs, for -the establishment of research, 
development >ri devaluation priorities. There must be an em- 
phasis on thMverlap between researcjp*and consumer priori- 
ties. in*3j|dition, there, rtust be provision.' for taking into ac- 
count family neefls and values in the.^co.nceptualization of 
measurement relatedVoblenas, and in the de>?elopment, selec- 
tion and Application of any measur.ement^or. other instruments. 
'-Parents and those directly responsible for the v^'elfare XDf the 
children' must" be involved m all decision making proc- 
esses in tbis area. . • . . ' i * 

The focus in interpretations of assessment must afways be 
on individual differences that will' lead to appi'oprjte inter- 
vention for each specific child, as c5pposed to a focu|wn?grayp 
differences and comparisons. 

Any tnstrgmenb that are developed, must describe capabili- 
ties and limitations for whicK some form' of "intervehtion. 
including parent education, may be prescribed, as opposed to 
r tests .or in^ruments that are interpreted ^only in Wmative 
•"term's.^ , > ' < . " " 

^ There should'b^ dfevelope^^a multi-measUre, multi-dom^,^ 
multNfunction'coHecti'on of measures from which instrum^s' 

may be selected at a loca^ level, by local opliort,. 

■ - f ' . . ■ ' ' 

0rn6 of the most'important issues in evaluation must be the 
.inclusion of a search for possible, pci3itive and negativf side 
effects of any system of developmental review on children and 
their families: This: would include an^ investiga.tion -of ^ny 
problems associated with potentiat "labeling;: as' a Conse- 
quence of the adm'inis'tratibn of any of the aspects of devefop-* 
^mental review *herein\recommended. - 
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EXAMFLC^ OF UCVmXkPitENTAL REVIEW IN EPSDI SErflOTOS: 



A8^i;ie component of the totaLISPSDI assesspient, the developmental revlelv^ 
— wUl4ake-placeiff-theHrariet3P^f-8ettiig«4itAvhicttEPSr)I-sei^^ — 
These can be baslcaUy described as; (1)^ fre^tanding EPSDT screening- sifes, 
(2) private physicians' offices, and (3) comprehensive health care centers such 
as community health centers.- The procedure recommended in ^^Developmental 
Review inthe EPSDT 4>rogram" lend themselves to each of these program' 
designs. The brief- slietcbes which follow ^re exampies of how the process would 
flow ill each setting. ' • 

MODEL 1. FBEE^STAXniNO EPSDX SCBEE27INO SITE 

In this setting, Stage I may typically be accomplished when the child and 
the accompanying responsible adult (hopefully a parent) are seen by a first 
line staff person, perhaps a nurse Or a p^raprofessional, ^ho takes a health and 
developmental history. In this interview, the worker also uses the opportunity 
to reemphasize the goals of the program in tetitjs of preventive health care and , 
strives to allay any aiudety on the part of child or ;paTent as to wtiat is to fOl- ' 
low and to create a sUpportive atmosj^here in which there is* a clear opportunity 
to fully 8has6 impressions about the child's growth "and- development. In the 
course of this Interview, the worker should utilize a brief check list (parental 
inventory) to g^aln the parent's assessment of the child's development, both 
strengths and weaknesses. For some parents this may also serve as an opportunity 
to raise questions about their perceptions of this child and of their own responses 
to him. ' 

In the case of an^older child, obviously for an adolescent, a brief interview vpith 
the child^is a part pf the history taking. (The child should also be encouraged 
to discuss his interests, as he sees the need, during Ihe physical examination 
which foUows. ). i . " V 

The material ttfen accojnpanies the parent and child into the physical exami- 
.nation where more highly trained personnel, such as a physician or a nurse prao- 
titioner can use the results of the parent inventory, the history,- and the findings 
of the irti^sical assessment to compile a total overview df the child. This full 
assessment of the child's development should be discussed with the p£irent in 
whatever terms the outcomes, suggest as foUpw-up for continued good health.^ 
or the need for further assessment. If further assessment is indicated .(Stage 
II r it may be. done by professionals . (or paraprofessionals under professional 
supervision ) in this setting. ^ . " » 

MODEL 2. THE PBIVATE PHYSICIAN'S OFFICE o 

In a private practice where' there is appropriate sufybrt staff, a procedure 
similar to the screening site model can be followed. Wnere the physician works 
alone, the liistoi^ talcing should include a discussion with the parent (and the * 
child, as. appropriate) about fhe, child's general growth and development. This 
discussion, the history, the assessmignt of the biological dimensions during the 
pediatric elimination, and the p'^i^^.^Scian's overall impressions become deter- 
minants; forVbrther assessment (Stage II) in the office or through referral. 

. ^. MODEL 8. ^A COMPREHENSIVE HEALTH Ca6E' SpTTINO ^ 

^ In the compreheus|(Ve~ health care cejpter therQ would be a wider complement 
of available stafiT on hand, including paraprofessionals, nurses, phy^ians, and 
perhaps in more fOfrtunate locale's, mental health specialists. In such a setting, 
mji\tjpl6 services can be .offers, and Stage I Hnnd possibly Stagelll) evaluations 
may be available Within the same seHing. ;T&e -fiow^ of the process,. remains 
the. same, liow^er, and^the'same combination gf information becomes U/e basis 
for a decision on the need for a referral from Stagelv 

It should also be stated that case management is sYi importapt feature of;. Serv- 
ices delivery in all three^models. Case man'agement assures'follbvv-through, either 
to a determination that Ae child is no longer considered at risk or to the 
completion .<j?fsproper diagnostic and t^^ • . ' 

Private ]p fl^t^ tionerj|||tj^Io<lel 2) rn^y fe^l confident that they* can complete 
the first tw^jKgeis ^^flpe Review themselves., but, they should be prepared to 
enlist 'dut^fde resOTirces^&r ^more thorough evaluations when suspect^" problem 
areas Jre„ not within their' immediate area of expertise. Such areas mightr-biclude 
speech I and language development, cognTtive development, and leamli^ dis- 
order^. > . . 




Compreheiuilye ]4^Ith Care inters (Model Z) sboul^lb' deflnition, ^serre as 
- a inpTitTpl i^onit?e^fp V g^ a complHe ~and4)road- spectrum of evaluation— 

services, whether within their Immediate confines oV through referral. 

The foregoing, examples ^re Intended to illustrate' that the developmental 
review may be adapted to the normal format of EPSDT examinations with no 
Jncrease in staff. In fact, in those settings now using a structures assessment, 
/cime wili be freed by the de\:elopmental review, since each child will not require 
a ¥uU altsessment. • 

Sejmtor RiBiooir. WeWll take'a 5-imnute recess. 
rA^biie^receas^as taken!] , , . 
Senator Rmcbro. The COTMm^ 
■ Mr. S€?cretary,yon'may procSbd. , 

STATEMEHT OP pON. JO^H A. CAUFAKO, JK , SECEETAEY 
HEALTH, EDUCATION Airo WELFAEE ' > 

Secretary Caltfano. Mr* Chairman, I like to read much o f my 
statement^ but not all of it, and Lwould ask ^ 

Senator Ribicoff. Without objection, your entire statement will go 
into the record as if read. . . ^ 

Secretary Califano. Mr. Chairman, it is a pleasure to be here this 
morning to- testify before, this subcoinraittee, and before you. 

For years, you have be^n strongly committed to the ^oals of this 
legi.slationih providirtg lieitltlr care for poor qhildren, in hhding ways 
to defivfer that hfealth- Care^ una in jnakiiig sure that^poor children 
iweive needed health servicies. . I * > \- • * 

^Your,sp<Jnsorship* ol the adiiiioistratioii^s bill reflects a long and 
deeply-held conceili for tlie liealth and well-being of America 'spoor 
children. That concern dates back many years to your days 4§ Secre- 
tary as well as to your early Senate ca^eeV. * * 

lUiere are, uideed, in the Medicaid pix>gnxnf'a group of childiien 
called J^he Kibicpff children who.ai-e covered only because of youriilsist- 
ence on incltrdingthjs.provisionir^earlior legislation. * v ^ ,^ 

Mr. Cliairma;W,' we^ believe thaf the CHAP legislation re^prfisents 
a single -opportunity ^or productive cooperation betweeni. the Execu- 
•tive^and'Jtne Congress. There is widespread agreenafenton i&ost 'ojf this . 
legislation. I think it can be, 'without question, the most signlfica*ht 
piece of domestic social legislatipu and health legislatioir to:^be en- 
acted by the Congress and signed by the President th^s year. . ^ ^ 

With it, every poor child in this Nation, as defined by State income 
standard^, vfould be eligible »to receivg baTsic health services for the '» 
first time in the history oj this country, r .A 

The Child Health Assessment Program will jnci-tase health servicgj^ 
for tho^ who presently have- ijiadequate^coVenigCj' reachirfg 1.7, tnih'i 
Uonchildren in families with iiiconies below the poverty line >viio either ' 
lijive no health insurance or are inadequately pr6tected. It will4ielg:. 
eliminate aspects of the (Jtirrent sv^tehi that often cause the poor to 
receive substandard care, and it will put renewed emjmasis on our 
efforts to prevent, not to juat treat, disease. * T * ^ 

The^ CHAP program, together with our proposed . Amendments, 
woiild extend medical benefits to all low-income children* under the age 
of 21.3neeting State income standards, and would prbvi(Je Medicaid 
coveril^p jftr al^ low-inconie pregnant .\Vomeii meeting State income 
'•standfircts* " . ' 
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I might note that the number of women involved is 94,000, these 
"womeiTare^ire 

of Xhese women are married, living in two-parent families and ineli- 
^ gible simpljr- because of that fact. 

An ijnportant.goal of this legislation/ is that every child should be. 
able to develop hw or her talents to the greatest extent possible. Every 
child should receive continuous comprehensive health services, includ- 
ing ftie preventive care thafis necesary If children are to grow into 
' healthy productive adults. No pregnant woman should be denied the 
prenatalcare hef-baby needs for a' health]^ start in life. * 

These goals ate ioo often/ far tooroften, not fulfilled under current 
hettfth programs and prjictices. Millions of-^poor children and preg- 
nant* omen in this countiyiack even ^isic health care coverage. ■ 

"T^^af 5 I woilld like briefly to summarize bur knowledge of chil- 
drm's health problems, tespecially the problems of poor children. Then 
I ^ffll review the acbiev'ements of the^^BSpT program and the short- 
' comings we believe that the CHAP program will help to correct. . 
In uecent years, as you well know, we have^mad^ great strides in* 
improving the health of chil(Bren'^in this cplhitty. Death rates due to r 
early childhood diseases ^ave dropped dramatically. 
^ FonejtamSle, the death rjt^fi for children from influenza and pneu-^ 
monia declined from 150 «HeO,000 in l925 to 6 pw: 100,000 in 1973. 

D^pite $uch gains, millidrisof childi-en stij^ fail to receive ad^iuat© 
health care. -The ratft at which infants die in the first yewtef life in, 
this Nation iR higher than that of 11 other nations. 
- When children enter, school, 17 percent have defective vision and 
27 percent, have defective vision by age 11. - ^ . . 

* Many children receiipe treatment only in times of emergency acci- 
dent or injury.. Nearly 6 . million children over the age of 17' have no 
regular source of Jiealth^are.' * - • 

E\^eQ those able, to t(btain cai^ may not receive* the full range of 
.^rvices approDriate for proper development*- It is estimated that 
nearly 24 mf^n children under the age of 17 have not hp,d a routine 
physical ^x&jmin&^ioe . in the last ^2- years. Ten percent oi children 6 
throuj^hlGMyinevelrWn t6ade;ntiBt. ^ - , 

The. burden of .these problems, falls disproportionately on the chil- 
dren of the ^r.- Twice as- mUny children in families earhing uhdfer 
' $.5,000 have f^^historv' of chronic kidney disease as ip, families earning 
$10,000 or more. Poor children ^aro bedridden 20 percent more than 
'nr)n'poorchildren. - * ' . . zi 

tW^know thjit prenatal care pl«ys an injppT^fint role .in inflUenc- 
•fhg the heahh of both the mother and. theninbofiH?hild. Inadequate' 
prenatal care increases the^ikelihood ti>Sg^an infant TvilM>e h(Tm pre-* 
inat>irp,sy^ffer disability, or even'^death^ ^-^M'"^ ; ^ t ' V - S 
As in the caseofliealth prohletns among eltt^dren, the "lack of timely 
' and adequate prenatal care falls mofltrtieavilv jJ^on the poor and. upon 
minorifies. Babies in black, families are^ twicetas^likely as bjibies m 
white families to die before their first birtM^^. Death rates diir^ 
the first 5 months of life^ are four time?? Hi?«r>^c^n^r' infants in low- 
income families than thj«c in high-i^com>>^^^ies. More than 1 out 



of every 8 black mothers aged 20 to 34 do not receive prenatal care 

-^urmg^ie^firstirimester-of-pregnancy,.— — - — 

The Department of HEW currently administers -a variety of pro- 
grains aim^ at improving health' care for children. In fact, mOre 
than $2 billiqp a year under medicaid alone is spent directly on the 
health problems of America's children. 
*We are conmiitted to upgrading the quaKty and availability of 
health care in all existing programs'. • ■ 

Last year, for. example, the President ^launched an imprecedeated 
initiative to ii^nmiize ah additional 20 million children mider the age 
of 15 against childhood diseases, such as polio, measles, rubella, diph- 
theria, tetanus, and whooping cough. - • 
Senator Ribicoff. What have the results been of that ?. 
Secretary Caufano. Mr. Chairman, the results are quite good, 
althoug^h they are still somewhat erratic. Our objective is to immunize 
more than 90 pefrcent of the children by^Octobev 1, 1979, in many States, 
we*lAve mcreasediiie..numyer of children imnmnized substantially; 
80^f »the 50 States now jjp^ levels of protection against measles 
arid polio above the 9Q-pencent^ p-eater in childteh enteringrschool. 
•Several States -have begun laws tlxat were not enforced 
• before. There has. been a shar^^rop in the incidence, of chilclliood dis- 

ea^^fifeh as measles, during tUe fit-st 6 months of this yej^r. 
f^' S^S^o? jRimc6.KF."Whoi:e.tlipre ar^ failures mi redching your pbjec- 
"^tives^ ivhat^^ / / . . x 

SeclretairHCAL^^^^ mosf'voniig paivnts today-have 

nfever ^en^^iliese^^^i^^ the importance of im- 

muniz4pglt|^^ t^i]^ Thoy have never seen polio^ 

and whjttijt caj do, f 6r^^ 

Secofl^I think -that sometloctlsfrs, anc^^eHiapSirui^^^^ have not been 
a^ attentive as- they might haj-e^ljjj^n tt> the imnmnization record^ of 
childrefV , v ( . /. . 

.Th'ir^, while many States have laws, many of these laws have fiot 
l)een ailfcirced in the pasf. and soriio. aro just befjiininfx t6 be enforced. 
^In C6nnecticfit, for instance, the Governor lias undertaken a vigorous 
'eitfdfcemefct drive in which. the .State la\t has rc^'cntly been cl«inffed. 

5Iaa;0e,,ffir oxample, oovor had immunizations rcqturemonts fo|^ll 
•tti'e l;)asic childhood diseases ufttil this year. We Would expect '9P!>ig 
change there,-I think that those are*the Jliain reasor^. 
. Mr. jphalffenin, the current EPSDT projyvam*worfe -aa^^-Ke^ 
'" outr^cnlan^^health statiis monitoring? program. Under it, the States . 
"are required tojnake'a positive effort to inform parerjts that their I 
children are eligibl^for this service, to oflter the. seg-V^g^to them, at 
appropriate intervals, to re<nvlarly assess th^Agalth-starasf of eligible 
childnPKjf dintrno^ theij? healtl^]n'oblelijs, and^surc that needed and 
requested IfolTownp treatment is pro\nded. ^ 

BhC there have'been » number of serious problems. All poor children 
fffVe hot' eligtble for EPSDT. Many cliildren whose family income is 
i jSeW* ^e^Fj^eral po^^^ do not qualtfy because the program 

' •i|^i|>R?&l la'btatc income st^ ndards.^and many cliildren. who mG«t their 
Sftfte's'poverty gP|^dWds rtt-e poV (vli^ible because they live in two- 
' ©qjWnt fg,mili*i»^f over. 12 miUii^ children actually enrolled in M^ed- 
■ I5a|<i, receive up-tVd^ assessments^ 



Even among children reached by the program, many do hot receive 

need ed f oUawup-care^'^S^rcent of^ll con^tionfr fotmd go untreated, 

State assistance to improve this aspect of the progrMl htCve not been 
adequately developed. ^ ' • 

Penalties against States failing to reach eligible children have been 
toorigid and unenforceable. 

Finally, »many popr^ pregnant women are not eligible for medicaid 
because they are hot yet mothers', or because their husbands live with 
theuL Thus,, their children are denied the healthy start in life that good 
preventive care provides. ^ 

The CHAP proposal,. as amended by bur submission to yoii earlier 
this year, seeks fo assist States to recti:fy these deficiencies in a number 
of wrs. We would require States to cover all children under the age . 
of ^pkose^amily income meets AFDC eligibility standards for bbth - 
screemng said treatment^ regardless of whether they are categorically 
el^ble under AFDC for medicaid. 

. Jn i^her . words, GHA^ . wfi^d sge^e^^^^^ in two-parent ' . 

famihes. Qur legislation would'coveFan addliiOT 
\undet Medicaid. .-^ li^^ ^ 

\ More children would- be assessed We ^ould proTide assistance and 
incentives to States to reach and assess more eli^ble childreti. We will 
pay the States a higher Federal ipatch, a mminftim^of 75 percent, 
inscMid of the current average of 57 percent for all scfeeniiig don^-^^ 
undei^ the program. ' * 

WeX^nll also pay a higher match for all ambulatory ^olloVup medi- 
cal care to assess children including care in physic iarfB^ffices, clinics, 
and outpatient care in hospitals. We would not j)ay^^Miigher mat.ch 
for dental services as the'CHAP legislation coming out of the House 
would. - ' 

We would pay a higher Federal match for general administrative 
costs, 75 percent rather than 5(5 perceTit based on measures of perform- 
ance by the State- We would expect, under ou^ legislation, that by 
1983, 9 million, instead of 3 million children, will be receiving i*egular 
preventive exams- 

GHAP will require^States to be responsible for managing all medical 
cai^of each assessed cjtiild. Tpgefhcr with a higher match for ambula- 
tory^ eare, we believg this will assure followup and continuous care f©r 
a mxich greater proportion "of all tlioso ftssossod. We. would also guar- 
antee, Jeveii if the child Iwcanie inolignble after assessment, that the 
chil^M^oiitodforuptO'Oniontlistlioreafter. * 
' W^^:^5|^ld change the penalty structure. Currently, any failure what-^ . 
^sioever by a State, no matter how minor or temporary, can make^ State 
liable for p. penalty of 1 percent of all gpderal AFDC funds, 'fhe pen- 
alty Is so severe, Mr. Chairman, it is unenforceable, as you are aware. 
We have lt)eerL|pequired by the General Accounting Office to impose it, 
♦nd GjMfes^fia§ effectively delayed, as I think theV should. 
. ^^^^'^BBF ^® would proviife much more flexibility in establish- 
ing .anSDSBbrcing criteria. States) would be given an opportunity and 
'encourjwHnent to correct deficiei^ciefe. The measure of deficiency would ' 
provtde the Secretary with flexibility to impose a penalty of tip to 20 
pefcent of the administrative cost of -the medicaid program. 



181 

FSENATAL OAB^ 



^CHAP Mil extend medicaid coverage to all low-income pregnant 
womsen iii*familied that meet^ State income and resource standards. 
This would ma^e ^lianciiig for prenatal care delivery and ^!>ostnatal' 
care>vai34ble to an additional *94,000 women annually, 80,000 of whom 
are married and living with^their husbands. 

Mr. Chairman^ we would ntge that the Senate act quickly ^n the 
administration's proposal. We believe that if the Senate acts quickly 
we can enact this legislation this year. 

-We believe that preventive care pays off. There is phehpmen^ cost» 
benefit ratio. ' -^'y 

For example, we know that weekly mouth rinses with fluoride can 
result ir^SS-percent deduction iin tooth decay. jA^recent study indicates 
tha^our measles vaccination program in the pSiod from 1963. to 1972 
4ias saved ab6ut^.3 billion at a cost of about $100 nciillion. 

Mr. Chairman/I think I will submit the rest of the statement for 
the record. ^ 

Senator Ribicofp. A few questions, Mr. Secretary. . , . 

What SLVf the implications for the future health of the country of 
■ failing to fake care of the health needs of children ? . ^ 

Secretary Caufaxo. Mr. Chairman, I think they are a shameful 
commentary on a mitipri as affluent as this Nation is in terms of social 
justice and social neefT. In financial terms, these are unquestionably the^ 
most cost-effective programs we can provide. We4cnow, for example, 
that one of the things the CHAPoprorfram weuld d|3 is provide for an 
effective. immiJiuzat ion of every child;in the program. The cost-benefit 
ratio in -immunization is ti-enicndous. In tlic incasles program, aij 
invesTtment of almost $100 million over a 10-year period has s^ed 
billion^Jh mpdical costs. - ^ 

Senator KiBicoFF, Ever\-bodv talks about cost^but the cost of hea.^ 
care for the individuals, for the State, for the FederiTGk)vernmenV 
in this Nationare magnified greatly by failing to take careof. the health 
needs of children when you could jeally improve it. That ffljp an impact 
for their entire lives. . 

Is thalyM>t correct? \ , 

Secretly Califano. That is correct, Mr. Chairman. 

Senator Kibicofp. Let me ask vou, do you thmk that the btate 
medicaid oflRces.are capable of handling tl^e admmistrdtive changes 
proposed in this bill ? Do yeu have anv evidence one way br the otheH 

Secretary Califano: Mr. Chairmati, we can submit some detail^ 
analyses f or >lie record, if fve have not already given them to the staff, 
that we made in re^pouseto questions of the Houi^e.V , . 

I think the record of the State medicaid agencies is mixed. The issue 
is why is it inixfd ? W^. believe that in hiirjro part, wo have not prpyided 
• thp kinds of .financial incentives for these agencies to go out ^(i hnd 
thtse children financially, * , ' . * ' • \^'<^ ^ 

I do believe that they provide the best statewide organizatitJn Jhat 
can be provided. It is an interesting question; I think partly as a result 
of the concern iifnplicdt in the question you have iust asked, the Mq|^ 
Committee bill changes some of the .j^rovisidhs in th^ administration 
bill It expands the number of pi-oviders eligible for the maximum 
niaftch of CHAP funds so thjat, in States where jnedicaid^ncies are 



not perhaps M aggressi^as they might be," we attract a mft^ of . 

^revid eA: ^ ^ > ^ .. , . . ^ ' ' . — 

Seiatdr Ruuixin. Is other words, you womH .be willing to have 

agendes otiier than the; medicaid agencies^ handle these programs, 
. especdaUy ^mth mateiiial health and child health pro ■ , ■ r 

Secretory CALiFAKb. The maternal health and child health agencies 

are^ I think, on the whole not likely to do a better job than.^*r^edic-. 

aid program agencies. They ar& grant-in-aid proj^ms. They are not 

focused on poor children, ^d their whole tradition and method of 

operati<A is somewhat different. ^ 

- Howciver, I think* that the medicaid agencies shoBld be free to 
select providers to use grantees under those programs^pell and that, 
in part, is what the House did in its changes to our propB^d le^slation. 
It would provide the maximum match for all kinds of ^providers that 

• we did not include in ptir original proposal. ^ ,^ 

Senatcfr Bxbicqff. Do you approve of the House provisons ? 

Secretary CAiifl^Aj^o. We have no objections. ' ^ 

Senator KiBicoFF^ We heard testimony today that S. 1392 represenfe 
a st<^p backward in terms of^ealth and psychiatric services. Tlus is not , 
,jny mtentj and I am sure it is not yours. • 

Is this problem adequately addressed by the amendments that Sena- 
tor Cranston introduced at your suggestion? Is the administration 
committed to assuring that each State mainttiins coveragjB of at least 
those services which children can currently receive through EPSDT 

• andmedicdid? :.._.f_ " }/ 

Secretary Caufano. Yes, Mr! Chairman: I^HirSc^l^e^slation was 
unintentionally ambiguous when we first sent it forwardi^^^d that is - 
why we did ?end" forward aniendments in this particular area. These 
amendments clarify coverage of mental "health services we orig- ' 
inally intended* 

There is no-intention to reduce the mental health services covered. In- 
deed, 'I was informed coming in from the airpqrt this morning, that^ ' 
Mrs. Carter called my office to make sure that appropria^ mental 
health sendees would bej^vered in this legislation, and I indicated 
cNh* desire to do that. . 

. We are ve^ much in support of covering mental health servic^ as ' ■ 
indicated in Senat^ Cranston's bill. The- House le^slation went even 
beyond that, and it was only budg;ptary donsideratioj>s that prevented 
us from ^oing as far as the House le*ris^lation. 

JSenator RiBicoET. In (^en^al seryices, how do yaivthink having^oop 
children fii)m the ghetto areas get this preveritfv^e dental care m a - > 
dentist's^ office, manv of them downtown or scattered in the suburbs, 
compajg^ with ha\aiig-this care in clinics esJtablished in the schools 
oif StateTiejftth officeis or.^fity Realth offices, in cHnics a^bund ^ere thp 
peopleare?.. • : ' ' ^ , * ^ 

" Secretary* CAiiiFAN^JS|t;'^^ I think that the reality is that 

' at least at thik point iirtiihe, tlirousrli the latter way, we will provide 
dental health servicea for poor children. Anyone who tries to make 
an appointment with a dentist knows Kqw long it takes. 

" I think that dentists have been far ahead of physicians in terms of 
using para-dental pei^sohnel, nurses to clean teeth* and perform other 
f unSions a dentist once performed. I think^that We should Jook*atji^ 
methods. of delivering dental ^services to poor childreit partictdf^j^j' . 
under this program. ^ • 




/ ^ : • . • -isa . ^ i ' - ' 

^ Y<wi suggest clini<»; I think that is right^n "ttie mark from my ^ 
experiem^ I ^ -—— ^^""^^ :~r r— ^r— 

Senator RiBicx>FF. Where we areN^hing out to tvf to give ne^y i 
he^th services/does your Department or yOur represent^n-* sit down 
' tlie TepnMtntatives of the organized dental and meaical agend^^ . • 
Wd o1:ganiafftions to try to wprk out ah. uriferets^ding with them* 
Secrfiary Cautano. We dp;Mn Chairn^ • 
^to work out ^ ^ ^ . 

proghmv ^® 

in ouraffl^smokingprogkun, ^ ^ .- ^ - i' a 

ticularl^^EPKe move into the area? that atfect perce^ed miancial and 
economic interests, it becomes more difecult, when tfiB^^view those m- 
terests somewhat differently than those in the profe&ions. 

• ' But they have all been helpful iij. terms .of telling us whether they 
think something will .work or not, ejen when they do not agree with 

it. , ^ 

Senator Ribicoff. Let me ask you, you are a>are of the mstory 
of EPSDT. Great hopes for results, broken projmses. This is not your ^ 
fault, but it took the Department 4 years to issue regulations for the 
program. ' ' \ - * • j 

• What kind^of implementation ^hediale do ydu have m nund to 
-prevent CHAP*from going the'same way ?^ V 

Secretary Caijfaxo. Mr. Chairman, I think the delay in putting . 
the regulations in this program was inexcusable. I would expect tO 
liave all regulations, out witliin 4 months and at tlie outside, no longer 
thanie months, but I believe^ we can do it in 4 months. " 

rthink that our record m tlie past year, with respect to regulations 
is niucli.improved. AVe liave written most qf tlie iledicare and Medicaid 
Fraud regulations. AVe issued the. rural clinic regulations,' I believe,, 
within 60 days of enactment. We are moviiig much Better in the x-egu- 
latorj' process. I think that we can deliver. ^ • u- 

Senator Ribicoff. Do you think tliat you cfen institutionalize this 
without your taking your personal attcntipn and your personal com- 
mitnkent and your personal time ? 

Scxjretary L^^XIFAN'o. AVell, Mr. Chainiian, you have been Secretafy 
of HEW. I tliink that we Ime institutionalized tlie regulation writing . 

* process and it is much betlter tlKin it was. But I think undoubtedly k ^ 
J will take time, some of my personal time, to move things out on that ^ 

kind of a schedule,' but it ^s time well invested. . 
: S^ator Ribicoff. In all of these progranis, it will take your per- 

• sonalfnterest to make sure that it works. 

Secx^et^ry Califaxo. In some of tliem, Mr. Chairman. , 

Senator Ribicoff. We recently enacted a rural clipics bill mandat- 
ing medicaid co\^rage in those clinics. To w'hat extent would CHAP, 
or the present EPSDT program, use those clinics for screening and 
fqllowup in the rural areas? . 

Secretary Califano. We would use those clinics, energetically. -We 
would want the States to use those clinics energetically. 

I just saw a^ rural clinic wlw^n I was up. in ^fainc with Senator 
Hathaway on Friday. It was wonderful to sec one of t he^ clinics devel- , 
o'J)ed in^ distant area called Abbey, Maine, northwest^f* Bah^rf -. 
What it meant to the people in that*coiftinunity — they, themselves put^* 
' $47,000 into putting this clinic together.^. . • 
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^ Senator BzBic^. If these clinics work in rural areas, why cbold 

» they not worlrjn g hetf^ of AmericaJ ^ / - ^ 

fc. 'Chairman, we did ha v'e^I Relieve \i^e 
(M^ii w^ be ^ 'j)ennitted to reiinburse - iiurse ^ . 
ge dinics in4fine^-city ^refls.as well as in 
rdecjided 'ti^ let us, just ^^onstrate in the/^^j 



\ Secretary Caufano. MrTChairman, we did have— I Relieve \i^e 
. opguaipj recgmrii^ ^kg^ii be, jjennitted to reiinbiirse . iiurse 
pra4^t^er8 tUh^^qi^'tfife^ dinics in 4fine^-citv ^refls as well - ~ 
nrnii areas* The^CSi^j*fe decided ti^ let us^ just ^efooiistrate 
urb^ areas bilt w^ went foFward fidl blast im t&e'niral aKess... 
• crte ttot as an example of our geriferal belief that diiucs like this 
. (9uiKQrkjrmtheinner-<jt]i^m / Z^f ^ ' _ - 

• Senator B ibic<^> jgoj| e^yensivel^ the dembn^ra.ti(gi^ ' * * 
►vh^^^^i^Ti^^^' have ju^ begun.. We just got th£ authority 



at t^^e end'Of last year. W^are just beginning to develop demonstra- 
tions now. ; cp-^ 
Senator KiMCpFr. I am curious— where are they ? ^* J- 
Secretary CAxJmso.Jr^p not know th^ extent of proOTess but 
provide that for tRerpfll^^ . ^ ! ^ 



Senator KiMcorF,.! tjunk fhis is a very important demoaistration 
program to beinonitQSygin* I would hope that you would expend- 
^ one of your key peoplja^Konitor these, because I think that is very, 



verym^p^rtantr.. • /t..^ /' 

. , - Itag^^.,djfl^Hiri^g^ the inner cities and the ghettos 

to go downtowrio|pi^..«gpstigious private medical building^ They 
lust will not do it., Aridt^^ftu say, the dentist is busy, the Joctor is 
busy and it take^ a long time to be able to get an appointment with 
them— weeks, month* sometimes. . 

And yet there must be millions of people who do not get this care 
b^ufle of nopaccessibdlity. I can understand that. The doctors go 
where it is more convenient, tftey like the atmosphere, but there is 
•a need eteewhere. I think the dental societies and the medical societies 
could work t<^tber, m having the various doctors volunteer a certain 
.^mqfunt <>fthrfir tiipe everj- n^onth* to staff these<clinics.tThey.^ do ^ 

And I think there is a willitigness,' th'^dlire willing to^dtewiize'it 
on their owiu* • v 

Secretary Caufano. Mr. Chairman, I think they can do it and 
•1 think also, as was th^ case in tils Maine situation, we can also get 
a national health services corps of doctors to staff these clinics. This 
particular clmic is staffed by two national liealth service corps doctors. 

benator Ribicoff. I understand that your Department is irivinff 
senous study to revisions in other child health»rograins in tlw De- * 
partment, ^pecian^yr the title^^V^^e maternal and child .health pro- 
grana under the'SocialSecurity^^VpC> •• 

What effect do you believe that this " study sholdd Mtve on our . 
conajieration of this bill? ^ - 

^vS/fcrofcary Caufano.Mp. Chairman, I thSfcthls committee can go 
forwa^ m con^denn^ this Jbill regardless of that study. We are look- 
ujg aPtitle V. I do not know what- changes, if any, we will propose. 
If we propose them, we will proposq them spmetime next s*in^. It 
would take;*^ least a couple of years before they would become law, 
and we would like to have this le^rislation (^tFoctire by Apdr-l Wl9 
That is what ysre have been shooting for^Aprifirhf next v'^ar ' ' » 

1 do not think that should effect broad consideration at all. I also • 
think It IS possible that, especially in a situation in whfch bWd^et * 
restramts a re so tight, that we would havjjjio recommegidations. 
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iditment — more 'important, Mrs, .C-arter's commitment. I have always 
Joimd that a President's ^wife. can acf '•as a-^ater ^^ad than the 
President ot tHe Secretary m majpy of these* ^irograms. " ^ 
" ^ I would ho^ tfiatyby and your staff would study all qf these' various 
«p'r6grams^hkt yoVii^*w*brfcing pn now wfth the newpoint of present-^ 
'ii\g<fetthe-be^nning.oi nexr|>ear^i series of -suggested Jf)il6t ordemom 
s^ration projects and I^vould consider it a privilege to introduce such a 
meiisvu^. We can look at, sohi(! of .these thoughts and ideas and your 
deep coneern. Where there is either a budgetf problem or a qUMtion, 
we can try to see would they work, how they work, can it be done>We 
(Tan tnr these ideas out in' selected plf\ces around' tlie countiy. And 
I think you would find sympathy in the committee and sympathy in 
the Congress to try these ideas out. There must l)e man«&f them that 
concern all of-you-'*that you arejdiscussing constant^Jy. ^ . - 

You have aether 4. 5, or 6 months into next year^ You are not going 
to g^t it this year ; Congress its going home somt?' tinie in October. 
However, it is something that I think we Ought to liavej a broad-sCale 
series of demonstrations to trv to solve some of these problems. 

Secretary Caufaxo. I would l>e deli*^hted to do that, MnThairman. 

Senator RiAicoFF. I vtould commend to you consultation \y4tH- mem- 
bers of the committee staff, Mr. Conptantine, and Susan Irving of nay 
own- gtaff to try to Awrk these oilr A'ith you, so we would have a 
cooperative effort. , 

Secretary Califaxo. Good. ^ 

Senator Kibico^t. There may Ik? s^>me other cjuostions, Mr. Secretary. 
Again, my commendation to you for going very .well on a very, very 
tough job. ^ ^ ) - * 

I think the country is fortunate to have you heading HEW. . 

Secretary CALIF#^-o. Mr. Chairman, thank you very much. I think 
the country is fwrtunato to have you ^^^t^j^^g this eulx^ominittee. 
iBenatorRiBiCQFF.Thahkyou^iry mi» 

fTheT)repared statement of Secretaip Caii^fauo Jollows :]; ^ ^ 




STATEMk^T OP ^ECEETABY JoSEPH A* CALIPANO, JR., DrfAJtTilENT OF HeALTH 

^ ^ ^ Education, and Welfare 

' Mr/ Chairman and tnembers of the subcommittee^t Js ^ith great;pleasure 
that I appear before . you to tiiptify in favor of S/l392, the Admlnij^tPon's 

• ChHd Health Assessment Program (CHAP). 

I know that you ar^trongly committed to the goals of this vital leidslatlon, 
which addresses o^|Hkur nation's most important problems— providing ade- • 
quate healtlijjiare^^^^ft.to children and«pregnant*'W6men. There c^ bi^ ne ' 
more importamii^^^^^Bompasf'ionate society than WBuring that those most 

.In need of^care-^^Biraothers and young children^ especiall y japo r motihers 
afta poor cfiildren — receive those services which can mean the dlffe^pce between 
a full, productive life and a life impeded or retarded i»y unnecessarr Illness. 

Senator rfibicoflf, your sponsorship of this bill reflects a lon^ and deeply held 
concern for the health and well being of America's poor children, That concern 
date^ Back many years-— to your days as HEW Secretary, ^as w^l As to the earlj* 
days of your Senate career. Your early and enthusiastic efforts to enhance the 
health care of poor children Is reft^ted in '^cujr proposal to permit States, at their 
option, to cover otherwise in eligib le categBfe^ of POor children under Medicaid. 
This proposal became law, aMfhe mandtiwry State coverage ^f these "*3Ibicofr 
chi^^ren" Is one cornerstone upon which we constructed the CHAP proposal that 
Is before you toda^. ^ ; ' • 

Mr. Chairman, the CMt. legislation represents a signal opportunity for.pro- 

, dfictlve codberatlon between the Exectttive and the Conlgress. There Is widespread 
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^jpfifim^t ^i^th i f^^ Home and tiMf^Senate th a t the bill is necessa ry. And 



. together*^ can attain a homade and noteworthy objective i.Witir t^e passage ■ ^ 
of CHAP, every poor child In this nation— as defined by Sta'te income standards— * 
wffi be ellglMa\o recelTe basic health services. 

c^Yoor conslAeration of this legt^slation especially sifniflcant in light of the 
'"pirasldefit's j^bent axinooi^Hnent of his' principles for national health Insurance. , 
Althoni^ CHAP* is not» -or^OTwse, a formal part of the President's forthcoming 
proposal^i^iepresehts ifiHtftal step-^ separate legislative step that 1^' not part 
of, bbt leads to, comprehensive reform — that can be taken now to remedy^^some 
St the problefns that the prosram Jie sends' to th$ Congress n^xt year will address. . 

Vjlri> tJbe. National Itealm Plan,' CHAP will increase health eervlce j|JfMr those . 
who jkhBBentlj have'inftdeqQate coverage, reaching 1,7 million children Hi|iniUe8 
with Ip wi^ bOow tlie poverty line. It wlU help eliminate aspects of thAbrent ' 
^ system that otten .canse the poor to receive substandard care. And it wQl put 
' renewed ^phagis on;Oor e4i^ to present, not Justrto care, diseasetTs* 

Mr. ChUrmuL tbe'^C^HAP piigpram — ^tqg^er with ouf P'^<>PQ^^flM'" "dments 

• that woiM ^^nii its benefltsw all low-income children underttflme of* 21 
meeting tKate income 8tandard»niuid would provide Medicaid cflRB^ for all 
low'income pre^Satttwoniip meeting State Inconie stanldard . 
several essential gfiHkofleMind maternal and chlld^ealtfa care r 

Every child in twi^ation sboidA be able to devdop his or her' talents to the • 
greatest e^ent poasible. * . ' V 

Every cpbd{^honld recei^ continuous, comprehensiT|H^Itl| services/ including 
the preventive (^re that is necessary if children are t^i^grow inte healthy, pro' 
ductive adults. / . ' ' * ' . • ^ 

No pregnant w(xnen should be denied the prenatal care her Jt>ody 'needs for a - 
healthy stvt in life. * ' . / " 

^ Yet, these goals tob (<Ctenr-far too often— are not fulfilled under current health. 
Itrograms and. practices. Millions of poor children and millions of poor pregnant 
^ *womea in this ^Ojontr^ lack even basic health care coverage, linder Medicaid or 
an^ other pregrain, and sufifer ^^rious health conseqtiences as'a result. * 

This shameful niational failur^milst be remedied, 

TodBLj, I would like briefly to summarize ouf knowledge of children's hedlth . 
problems — Specially problems of poor children. Then I would, like to review , 
the achievements, and the shortcomings, of Federal child health programs... 
i^nally, I wish^to explain why CHAP will correct some serious weaknesses in^ 

• the way we discoYer^and care for the health problems of poor children under r 
t^Sledicald* " • ^ > . * ^ 

HEALTH STATUS OF CHILDBB9 • ' / 

» ' - .« « 

• * 

In recent' years, we have made great strides In improving the health, of chU* 
dren In this country. Death ^ates duetto early cttldhood disease hive dropped 

• dramatically. For example.ithe'death rate for^tilldren from influenza and pneu- 
monia declined from 160'per 100,000- in.f925^B6 pir 100,000 in 1»73. 

Yet, despite such gains, millions of children still fail to receive adeqtiate health 
care. ^^i " - - 

• The rate at which infants die within the<irst year-^f life In, this countty is 
higher tSan that of II other nations. . ^ . ■ :« ' 

When children enter school, 17 perttet ha.ve defective vision, often not cor^ 

• rected-By age eleven/ 27 liercent have defective vision. 

Manj^ ^ahildren receive treatment only in*tlmes of emergency, accident or Injury. 
i Neaxiy J5 millk>n children under the age jof 17 have no regular ^uree of health 
care. - * • - ' 

^'^ven 'those al4e to obtain caVe may not receive the full range of service- ap- 
propriate fOTy proper deveiopment. It Is estimated that nearly 24 million children ^ 
under tlubage of M7 have not hiTd a routine physical examination in the past 
^^^^^SLye&rSjW percei£of children C through 16 have never been to a dentil 
•^^^The burden of uiese problem^ falls disproportionately on the children of the 
poor. ' 

Twice as many children, In -ftfmiliMii|arhinff ijnder $5,000^. have a history of 
c hronic kidney disease as In "famllie^ftming $10,000 or . more. * 

Children In famfUes earnirt^'less than $3,000 are ^our tlme^ more likely to-be 
reported in poor or fair health than children in families with InS^^mes of $15,000 

* or more. * . 4v 

Poor children are bjedrldden 25 ,percen^more than' nonpoor children — an av- 
erage of 5.4' pays per year, while the nonpoor child ^spends 4.2 days in< bed 
annually. • ... 

■ - '. ^ ' . . • . ■ ■ «■ 



■ _ • '''' '' . ' "t- 

Wfr know that pre natfttc^re i)lay^'a D iqlp o rtant lote In influe ncing t he health. - . 
' \ of both tne mother and tne-^ili^m cfiitijTlBAdeqiUiie prelftftaT^re ijicreiLtfes the* 
\ UkelibOod that an-inttnrwiU be borniir^matare. «ii|ter disabflity^.oir even deatiu- ^ 
' )t8 iflflk^ case of h^th. problemis among children, 'the lack 0^ tjinuely and ade-' 
qoate prenatal carefiUs most heavfly .upen the poor a mr*upt>n minorities. \ 

.3at>ies in dack families are twice a^ likely as babies 'in wiiite famHiiBs to (8e 
Wore tiieir tot birtiidayx * ^ \ . ' " » ^ i V' * 

I)etfth rates daring the ^ months of life, are 4.tivies» hi^jher amofag infants-^ ij^ 
irf low-income families thin -tSose in hi^ti income fanailies.. • - , \ l* ' 

' MSre than one out of eyery 3 black mothers agM 20 t554 do not receive pre--/ 
mital care during the first trimester of pi?egnancy. ' •* - > 

CtJBBEJfT FEDEBAL EVFOBTS - * ^ • 



The D^^fcent of Health. Education, and ^VelJ^|^*CQrreI>Uy adlnmlsl^rs a 
variety <ji^9RP^i^ aimed at improving health etfrtox. children : thji^ngh re- . 
search, educatton«apd Jrevieiition— and through tte provision and, finaijcing of ^ 
' health careserrices in community health tt^n^ers, t%temali&nd cBifd heafth pro- ■ 
•grams^and medii.*ailL In fact, more .than T- billion a- year ^jh^er j^edicaid alone 
is spent dif^Aly'on the iieal^ pr^lems of America'jB children. . ' • - 

We are cbmmitted to upgradiuc th^ quality arid availabilitjvof health care i^ 
all' existing. prbgranfs. Last yt^ft-Jo' example, the^ President launched an tin-. 
precerfeiittHl InitiatiK'e to imniurifi^ii) additiujial 20 million children under the , ' 
atr^ of 15 against chil4|jropd disease.s siu:M||^ imfHo, men.sle.<, rjil»eHii, diphtheria. 
tetauiLs and'whooping ^ttgh. R*ently r^orted data ihows'that we have made . 
considertble progrcM.s toipxd achieving our goal : 30*of liSe^50 States report levels 
■ of protectioflJ-ft^inst measles and polio of .90 percent or greater for Children 
•litering s( lio<i|L We are jtts^ encourage aboijt the decline in the incidence of 
measles, mumm and ruwlll^dortllg the first 26 weeks of this year ; cases of 
^a>4le{$ were'oinvii by 50 pergenf. nyimps l»y.l|> percent aiid rubella by 1? percent 
over th^ same perlod"hist vear. ' ' , f * \ \ 

^ '« ^i|BU>BLtMS OF MKDICAID AND CrPSDT 

But" despite existing' child liealtU programs .arA .services. Ve a're here. today '.r * 
because we perc(?ive serious >shortconrtngs in our health 'i;jaVe system for children. 
And tiJe most lia^jie shortcoming-^isjlte lack oX adcquifte heaftli care services for^ 
I^Kx>r children and preplan ^w omtn undjr^fedivaid. , . ^ 

The medicaid prcferam i§ primaril^a* payment' program — it assures eligible . 
pei«ons tl&t'w>iien 'they need health cai^. tlie bill will Ue paid. A different focus. ^' 
howerer. underlies a part of th^ Medicaid iirogram which Is designed towmeet;the 
health ueMn *6f children. The Early" and Periodic Screening^. Diagnosis and* ' 
. Treatment pro^pam — the EPSIJT program— operated aa^a hedlth outreach and^ ^ - . 
beAjth status nibn It oring^9y stem.' fc'^ . ^ . -ibk * ' ^ 

'Ijgj^ei: EPSDX th£ States.ar^ /equired to makeji fUlimve effOTt tdinform 
parents that their children, are €Ugible for.thi.s ser\ice; to; offer the ^mvice to 
them alt appropriate intervals; to^tegularly assesj^ the health status' of eligible 
chiWren. and diagnose' their particular ' health problems: and to assure that 
-needed and refiuesti^ followup treatmenP'J* provided. ^ <;•» 
if Hut there hate beon a number of .serious problems wit If EPSDT : » ^ V _ 

All i>*)6r diildren are not eligible £i)r M<>licai<l and ^:PSDT. ^ . - 
Of over 12 million childVen actually enrolled ill Medicaid, only 3 million ?hil- 
drea receive up to date astjessment.*^. " ■ : 

•Even amoni; children reachei? by the program. man^Pd^not receive needed 



foIlowWp caTBgSS percent of all conditiaca f^und go untreated. State systems tfl 
Improve this Jfcpeet^of the program hare not lieen adequately developed.. '*-^mf 
I'eualtli^M against Stata# failing to reach^ eligible children have been too rigid ^ 
and unenforceable. ' , ' ' '? • ' > ' 

Finally, many poor pregnant women are not eligible for Me^caid because they 
£ire not: yet mb'thers or becauseVheir husbands live with them. Thus, their children - " 
are denietl the healthjTFitarts in life Miat go*xl preventive care provides. > - • 
' The«A(lniini8tration's ('HAP proiioj^fth as amended by our .submission to you. 
eariier this year.'seeks to aMst States to rectify ^hese deficiericies in a humber , 
of ways: ' *' ^ . 

Expanded SliQihiUty.—QJlJiP will t'equirc States to, covpr till children under V 
the ageAof ^1 T»hosfe fa^ifty tncouicineets AKUC ejiglbiliff stundasrds, for b<fth 
screening and "treatment, regardless of. whether t^^y are categorically eligible 



,tlii^r AIDC for Mediciaid. lA-otlier words, CHAP would also serve poor cWldren 
. uZlH^^^T^ families, Thiw, an additional 1.7 milliph poor children would be 
eUglble for health senrices under Medicaid/ * . * 

o*^^^f^^ 4Mewctf.-<JHAP will provide assistance and incentives for 
States t<j reach and a^ess more eligible chUdren.i\ye wiU pay States a higher 
. Kederalinatclt--a minimum of 75 percent Instead of the. current average of 57 
perc^t— for ali screening under the program. W^mi-UI also pay the higher match 
for ambulatory, fOUowup ^medical care to assessed children. , including care in 
phyriciana o^Bces, clinics, and. outpaUent care in hospitals. Arid we wi^ also pay 
^ H^^^ Federal match for general administrative cost*— 75 percent 

rather than percent— if the State mi^ta certain standards of^good perfomaice 

S£f;in™Tl "^^^ ^ «^ 3 milUQnf chiC ^be 

redfemng regular prevenfive exams . - 

uu^l^jl"^^",'^^ require States to be reaponslWe for managing 

aU|ne^^^„Qf^Ch_a8Sease d rhUrt lagether-with the-jiigher match ?or^ 

So^r* ^^^"^ this -wiU assure foUowup and continuous ^re fJr^ 
S^fKf^?^' ?f°P?f"l? f ' those assessed. a?he program wiU alrfo guarantee 6 
i*>B£hs of continued eMgibility for followup care for children who have b^n 
"^^^^^''^V^y e^RJbiUty for assistance-otherwise terSnaTe^- ^ 
n„Ti^o V *^'^"^'* i'etiolHe*.— Currently, any failure whatsoever by a State. 
, no matter how minor or temporary. <-an make the State liable for a Mnalty of 
mo^'^'STbmtv^in^.-^^^^ funds. Under CHAP, there w-iin,e coSraWy 

more ijecibUity In establishing and enforcing performance criteria States will 
. be gfven ample opportunity and encouragen&tUo correct their deflSencles before 
a penalty Is. assessed. I h,v^ also asked ctg^ to repeal the cuSoenaU^^ 
•'''''^.L*"''^^"*!'^ prXsed in pHAP are enaetld ^ tlmt 

penaltito assessed under current law needTiot be coGected. 
' . I^"y. CHAP wtlvTextend M^ica id' coverage to all low 

iir'Th^rSlll°l.^rfl" meet.Statfincome and rfsouL star. 

t J\ ii ! ■ make financing for prenatal care/delivery and postnatal care 
available to an.additionalJM.00O women aneually «»" jxjwnaiai care 

M ^ sfongly hope the Senate cari act quickly in the Adminlst'^a 

iThP ^"'i^ "^"'^ "-'^"^ thae%or children have «S 

to the same preventive and treatment sehices enjoyed^y more affluent' chilS 

, Te^ffirr^clfldVel'^"""'^"'"^ ''"^^'^^ ^^'^nt I^SXS?'L'7h°e 

By emphasizing regular, preventive care, we can detect Droblems at an phHv 
stage which can be correc-led and treated Wore the" reaSi crSTs proZ^^^^ 
IZ^^f'^ preventive, ongoing care also reduces the nee^f* mofe sSticS 
and cos ly services which are needed tp treat more advan^ ronditfoilf " ' 
.iXl^thr^;.'"''" '"""•^^ - ayerS;^"^V"en^educ. 

• l4J^TD^ri^"?lfll.^.7'^??h $1-3 billioi, wa.s saved in medical costs t,-er a 
mu *^ ^ '''"'"Kh measles immunizations • 



1S9 



I hope the Senate will p^w tbe Administration's? CHAP proposal as quickly as 
possible. The current JBP8T>T pr0srnrii) ts badly in need of orerhaul and we are 
shortchanging one of\he weakest most vulnerable groups ^n onr society until 
we make these improvements. I hope that the President can sign this much- 
needed reform tato law this year as proposed by the Administration.- - 

We wiU all j£|ble to ta'^ great pride ii^ar bill tjiat makes many pooi«<liildren 
•^licible for ba«fcalth serviced. J * . / ' \ 
Thank you. ^^IP^ J \ x ^ 

the subi^oniiiiittee recessed, to reconvene 

nan the foJlowinfi: comihiinications were 



rThereupon, at 11 :05 a j 
at the call of the Chair.l 
[By direction of the chai 
. madea part of the record :] 




- Rtatembwt or Hox. B.oy db T.ugo 

Mr. Chairman and horiomble members of the Senate Finance Subcommittee-otf' 
Health. I . am grateful for this opportunity to testify in support of lI.R. 94,14, 
' Ifiginlajtlcm I have co-sponsored to eliminate discriminatory treatment of the Vir^ 
pti Islands under the,Medicaid provisions of the Social Security Act The purpose 
/ of this legislation, wh'ich was reported by an overwhelming margin by the Hoiij^e 
^. Committee on Interstate and Foreign Commerce and passed by the full Hou^, 
is' to* guarantee .equal protection nnder the law liy extending to residents of the 
Tnited States Virgin Islands the samf rights and benefits already enjoyed l>y 
residents of the several states and the District of Columbia. 

Section 1108 of the^^^oHal Security Act sets absplute ceiliups on Federal funding 
for the Medicaid programs in the Virgin Islands. Guam and Puerto Rico. Federal 
financial parficipatiori with respect to the Virgin Islands is subject to a 50/50 
* matching rate, wherea.^the 'i'crritory would n"nljfy ff>r percent Federal matcJi- 
'/ing if it were entitled to full state-like treatment.- The net effeot-of these pn»- 
visions is to reduce the level of health care •services available to low income 
sonfwin the Virjjin Islands.. as well as to place an ever increa-sinpr financial burden 
tm the fiscally sfrapped .local covemmenl/ that is disproportionately .higher tlian 
that of individual states. / 

1 should like to point out thrtt the healtH rnrp- responsiiiilittcs of the Virgin 
Islands Govemnjent are expected to increase significantly OTer the n^xt few years. 
* The aggregate case load for ffovenimenc-sponsored healtlHfeerVices has increased 
from 25.000 in 1072 to S4;000 in lOTfi. ind additional growth is expected to coh- 
tJnue as large numbers of non-resident/aliens in the^ Territory are adjusted erery 
year to permanent resident status undjfr Fe<leral law. Moreoter. operational jposts 
are expected to increase as the local Government moves ahead with ifK $52 million 
health care tiodemization- and' const rtict ion program. While eliminating theFed- 
f eral ceiling altogether and allowing ^Ine matching rate to rise under the. variable 
(state formula would enable the Virgin Islands to help finance neede<l impimve- 
tnents in its health core system, thef 'Congressidnfll Budcet OflBce has estimated 
that full state-like treatment would/ harelv cost an additional $730,0p0 iii>iiscal 
year 1979. rising to^n additional $2.2 million in fi.«cal year 19S2. 

The principle Justification for diJicriminatory treatment of the Virgin Islands 
under the Social Security -Act has brfen its spi^ial tax statu.s. However, in Oct<5l>er 
of 1976. the.pEAV T-nder Sccretaryp Advisory Group on Puerto Rico. Oimni. and 

Ihich concluded that "the current fyw^l treat* 
r>ries under the Social Security Acr » nntliny, 
ricts the ability of these jurisdictim*^ to meet 
report went on to recommend *fnl Hl4ate41ke 
[irgulngthat "while the legitimate ^^Hizjitions 
of Puerto iEUco and the territories/ to contribute to general Fe<iera\ tax r^^enues 
shonl(i, be cpttaldered within the /context of their overall political irejf«rionship 
with the Federal Goverhment, there is little justification for addressi^ miw issue 
within tIie<?ohtext of the Social Sefcnrity Act." ^ 
. This conclusion/ W ac<*ordnn<^ with statements of general policy the 
present Administratibi) has madE with respect to the off-shore territories. As 
President Carter recently stat«^; f'Th^ Constitution of the United States does not 
distinguish between first aid sedr>n(? class cifizens. i 

Rather, f he ^Constitution sfieclfically guarantees, equal protection under tKe 
Infw to all T'nited States citizensj regardless of where they may live. The logic of 



the Virgin. Islands issued a report 
ment of Puertq Rico and the territj 
dLscrimlHatory>and undesiral)ly res 
their public assistance needs." Thi 
treatment for the off-.sliore areas. 
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Ae.constltuttoimi Mpimeni, moreover. U< <ti«ugth€?bed bi- - the fact that >hile- 
the people ot Vm Via^ iBlands do notiDortibutfr to^the Federal Treasury, n^itiier 
*d5 mlllidni} ofvJiLmeticflUis who are uaiiil<* to im^ tuxes be< aus€?: of ei-owmiic exr 
-cumstaii(*a. I» Une final Mialysis, neither of these circxj^istances relieves, the 
Fede^ Go^mmMt of its responsibilities to/these ciUJSens; ^ 

Wlrile the Uader S«o^et«ry*s^ RepQjMaeintibiuwl above iUso rec<5minenaea..fiilJ* 
state-like ta^atmena^-did suggest ai m^^^M ^ays in wt^ich to do itincludlaat 
phasing in x^tonmi mev a three jemi^fodd: The House Ways and Meaas Coau- 
piittee took a iJi^p^step in ttlls (fiir^on last May when it votM unaaimous 
to extend zh^ ^sWlteient^' Secirrit.v iaCDine Program, eliminate the Federal 
''ceilings on: ?ash affiistaiiQa; ppV'^^i^- "ij^d revise admin Is t rati ve procedures 
Jor/he Titif' XX Saeiai Services i^r i*»'i:nTni for the benefit of l*nitp<l States citi- 
^ze* in thfe^l'irgia l^ands. Guam jJi^t) IMerto Rico. In ils Report on H.R, 7200, the 
~Wayy gn d^l*ittAia» Committee stu — ^^-^^ts-aet iW-wasr-a- "neoe^^ ^rr nnd im- 



of 



portant step'Mn the direction 
Territories/* 

More snaiiiftcajitl.v . Presidtrht 
other I'Hi^ied Scs^e^ Territories 
on a full JVKl «ga»+^ hasls^with tlie = 

To accepiP eonrimed distrimino^^ 
.tfConuter to -.he trend towirrd equ^'' 
citizens in -'lir^^fl&wliore 'areas.- 
:hiOmbers frt the "staiare Finsmce O;. 
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tlie 'C' 



er-- equity between the Spates uud the 
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r iiAis included the Tirgin Inlands, and thp 
t<*)iiipreheDsive welfjije reform proiX)sa*- 

♦ ml stntos and th«e District rf C-jhinibia. 

i a McKlk-aid profrram. tb«^Q, ^ould run 

•^mienr under the* law for T'niT^U States 
Ul resfiectfully nrjje. therefon- thnt^ the 
tee >iIpi>ortyII-U. 9434 as ivi>i=«Hl:I>.^ the 



v<;kesi? of titk I'mtki) .Statks. 

f I O I :s K y R e pKK SKNTATTKES. 



. ijjfHjitest 

' tx^n-W*- Mf^pr ?*;oi»Ie 
^fflr* AIp*!ii"tiK!f rtroirrrrrn 
- 4lVec^ f ■ ■ >«Br> n 1 • - u -e. 




\ni»»r'f :in r iti/t-n.-foT Oiiaiii.. I reHpeotfnllj 
^V' H.R. i»43l. l<--jslation Tvhfrh propose?^ 
fi TM'n:;r;iins .in /;:Uini, the "ir;prt Islamds. 
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with 
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l9ii?-grtandins :noiy. 
itialSy J<'ss fediTii' 
i(lent< of the HO - 
are lyn^ihle- to ei:^^ 



^6e wi» 
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'^si?- . ai^<'e 

\; Wbrr><!l 
nt. 

■^1. wl vv-t^ ^ 
r**«torIes. ti» 
it(?fl ,on . t^ijr 
'^1 re«i' 

. noit-^' 

^» 

-rovlsion Ificlmled hy the .mr>Tmi^h\aL 
\(\ e(»ninsr Jfor; all territeri*". J^fisfwudviPiD 

Mr 'i<'»Ml r»r*H:nmi. I sdTw* riin: rlid iiitof/of livintr inftnani is fjifj^jghw'rsaawgJ^CT , 
in thf** m:jU.i:iiid. Ac*-''^n1!T)2' to feiWvir'^snires. fle.-^nst (Sf^Tiv^-fi^ pit ^;ag!Pj ^Pj&£ 
1ea-r i><-reent lii^'i:^ than in th»- IMstrict of rolwmbia> Thus>4h*^^ 
\\^^r \tiS: of rrites won If i proyid.- a m*"-b iieefled eeqnomic^Ki^ffer^ J>et*5) ff**ipral.^^ 




thf^ rri' 
or Onai: 
Dorraii 
:ir Tfii \\ 
hST^pe: 
ang rati 
Hon 
~ on the ]Me5isi 
~ml ftS>«i«*"Mn<'e 

would nrisre :vi^*l'^^*^ri 
^j-^'ases in tlie ann*,i;U 
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. a Ci-iliiiir r.fjnnly $f>OO,0' 
re yoiir siiliromniittee. the ■ 
e^-ai'Tly- (lf)ul»l(.r the i»resent 
raise tin- f(»iUral niatcUi 

I ftiTuN oxfJifuded in thfr: 
iii<'i'«-ase. Nthieh is prpdlr 

* st;iTes. w<nild again beut'l 
•■ rsrjH-t' aint pV^rei^u' Corn 
- evarijfile. nnalde to ta^" 
hp(':iti>e rther eaimot vn 



at*«i tfT-i-l 1^ nsistent wit!f the trre-rrv^ 
Mv ;>fflf^ ^tandf* reflrtr to assist. V 
Ple!>^* -.enact Mr. Hojrer StilUvell 
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a^i^^ 'whlf h represents over tJ,4€)ib me|||iber 
ons^ as well^ as more, than 27,090 pejoHiu^ 
ity to prfeseiit its vie^s ou S, 1302, the CMl?^ 



add hoalttL^ooie ii 

atjfreciatrwthla oppa 
imcbtr: 

Wb<>ser Camift^^H' il^i^ hare Io\v !h<u>me!s'b7 proyl^nif for'a. ptr^ 
jsraotttttfC^ re^lar U^iirim afHSeB^iB<^itSMiU(^ fpllow-ii}^ tri-sitiuent. Tht^ AHA 'wfligile; 

' siippoitM^'^ni^ eQ^ t«i i'nc-ourdge preveoUve core and ei^riy nie^Ubeai 
of dUIdren Who suffer fn^m..dl.sieai;e.;0tir zaeinbership lias 
ot^gitific«|t^Qrtii to provide i»riiuat*>' c4r«- in i^pprapriate settian^ 
yxpab^iii^u of out'pjitifut and uuilfiiliiory eliuit-' prpg)rarus.^l1jr»re- 

are '^Lon.^i^xksmi with, our policies and goals. 



uKfievefi 
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fthat anT^ptcferain atteinpting to address the suUj^t :6f 'cliild I>»Htlth 
^r^nslcleV the^fMl: coiifroht .th? ps&tients am-r th§^ 

i iiiv<^l|eU. IcKthifi ri^ird^ we w()uld caainK-nd^ toAe Committee's a^l'^en- 



vVnn& Marie !»vltz. 




'/X^ie^rTS»intiea.af i*eJhrai C^dl Bfciu J v Policies : liiipjic^pE Tofr^^^^^ (Na- 
tto ^renter ?fpr, j^eaBth Sferv^ ' 
ItilL j3 fTbt^.:iindii)g&iOT th jfcrstudy iiidicaf*, that I^lwio^ls fttderaV efforts' to iii^s|Wmive 
»Uh often ;(mB^ siiflfercKl: from probleins 'iii iiripleniehtatlon which J3*ve 
the orJ^ptiBr mtent nf le;iisIiU<>rs.*Atu(rtfg tliese probieina are: Faalnre 
^ ^MEaoneif . speciAc. impcuiuti ohs^ i^ra gmen ta t i on of ami coattix^ t • bptween di£&r»it . 
I -iip^nr--- juris&ctions, ^^fWlore no provide *t;iifficient tinancial Ijftcentives c** en- 
' ' - fm ^4Ui i i>n;W<d('i* paratccymrifm :irfe<l*TsiI pwgrnl^<. Ijack rif adenu.-ite ro;>^^^rng 
^ ' i^r^itrtK*^ ttH gtfjAerate apipni'etciiate asseiHsmV^t data T(y profi^azns: 

, in tTOntext*of oror itu^Miiis 5t>r udilre^«5Wfiff fW full Kpectrtim of conj^iiera- 
.1^B$ rvlated. t// riiihi li>ji|ltih iiRfKi-'whif ion. \vi» u-onidL lLke tn . offer the' foil' -^ing 
I 'i flp' comments -and i fe w j l uia eittd^itio x\< . ' < 



'1 ':.-~'rbe' AHA ,str*»ii|?'ly stfpTWt*' The inrovisious .of 
a<viuraire the screening of eliu'iVle cuiMren in settings' 
»u '(inipn*)K-nsite health «errK-»-s 'ti*^**MH5ir>- to *?nsnrp 

p rrtm>:!i .if diaitjnoSftI <~ <iidijx«i*us. -ivfTuiij^ pro^^plnl^< 

r.' Knr^ rn'>'>T23aeht 

ong irtin, 

viu;^(';iind tr<'jir«ipnt 
•/;<f-l/.pox/ulatefl Ttucal 
prifyii^^Mi act. such ns that 
\vw*^- vvouid -allow a ^^rate 



• "Mie i.'&-.H>nwd, legisUytion-r^ 
whi(ii: prrtvlde the raiu^ 
adtH^mM \,mi\ appro^jrini' 
«»f ]]^." \ aljie Hr; 

s.iryvU- f*«**ti^ as<-h: n-. ■ 
ftHt-fi^^ iiu»*Jiiis of c^ntTOitmii ntfftiical (fa ft 

. .>*<orvk:es ili .1 comprtiiiensim- 
areir^. ^> :liprefw siistfTw— 
In t n^h K \^^ y^ Se^^ » t"* »r ' ^i. 

.to C<'Ui>i||tefci(iCyil ^'^»?IdU^:'r.^ 

t f f) r lu. rtSpnf^* ^ ^- ^i^*^> • 
prn> ,^j>fj tHf; Phi 1(1 hf»uith .is?^ 
'« jltv -u'this r*-j?a.nl. 

^ pOl*P«I ^ \.Vr>TlI(J J-iUllt th»^ 

, TeJJf*^:''^^ jgU /olloV-np serTH^^ . ^ ^ 

mi*ti' i^r: f^6t tfhos** ron (li^* ?=-• <i » r: ;n u »sed i n aiV inl tiaf scr<^^ng. A 1 i tef rAl in ter 
prM: :''%of thi-< M?rti«n •i. j ^rld pirf-rOtrd** oonrUtinn-S u«covo**"didurin?; rho.co^r5.-e 
. r»f nil' if or fwltf>w-npr si=rTrMv^. ;gv> thatAtJiJjf^seetf^* should l)e ninend^'d 

as, ■f**i"w»*^ fo ini^iide tji*» rrpariiiw*^ of cfm(llH6h.<^:uncovpmM? .itt aliy ppinf In the 
. .mfS*>«wuafvat p i;*C<!85<8'':. XDl% U^i i ;* • i V II > uc If ;,i m d n i'iia i.sM ^ » j i ^ i ? -niif tS^ » * i n n\ . i > i s t'n r 
. Sftxy -"'-rr*ytive trea^j^^n* <ii(' iTi-t'il if»^r\\ hfHj;is (linr'losed ! N^hf n>:s<-ssiii<«i:t "^jr/jft-: 
,fss n.-* Tiling di><oov«i:#^r: (liiriiVtr,fo1l*kw-Jip 

Dot 1 li^Hhle/ftu^tm.frorn tli^ i?''"»vi(lf*r .imiiii^faiirtiic ji 
SfiH- tiid fof f/iliijw.m) t'o ^I'sj^fipf pfrtyi^sioii lof snr li 
' -^iijfrtJ*i<>r' woiiIdjrKX'oijsiHrv- \viTlj th** iiA^ijf of 'il: 



<'iV iv<^ iitiuI'-^'ttr^iJiouih^rl ■ 

costs OTor Ui- 

•-nith (.-ejifei^ f^spociaily in ^ 
:-r.. a:ii<-nduU'!it Jo rbc 

' J. wln'ii j(jripioprijire'. .rfrf' 
ii:;r(*fHl hr contrar! t'kf.fi'^ri 
'ijii -Mr survives. ^ — ' ^^ik " ' 

^ : ' i)[ovi?lc;s n'nllcr - - iittOuiU'il ran-'^' of 
r-"4rt^d secfjVin 1012j.3) w«tt|d- pel-mi t the t'reat- 



indiii^idual prori<ders 
Hi a networfe for the' 



^T^IJIH 

with 



1 IS 



jif-r^ twt ion >nt ♦»arlli;<»'<t. po^:; 



■ r< "fmcii r . i 
^ I'i'I to provide tijiu'Xi 



> yitauf fn^' r-hildfi'rou :iV' !v,«f| in a ..prMModii* 
Tito suf'fp^f* of nn^ prnsrrtiin .to improve - 



firiiiia hf^Ith .wilfche «*«at|^ def)eB(J'- zar op'^tbe aclegnacy -of ^orts to ehsur^4)rjbper ' 



\/ . '^^rewirHl; and ]^ with lotr In^mes, Fpr too . 

V Ions. ^al<i!>tmt^ coricerne<l about a hi infant mortality rate. ; 

/:ine)^ mothers in ; 

/ / ' Uifs pn|>^ steps tott-ard the gwil of icri^rov- 

• Shidffejf :i^Te"s^ .tiiat imnf emrlroixmentrfl . :uid social factors. .sucJl* as 
, . ; PMMT. 'ho^^ iipi^ Jkck of proper imtrition, prevalentri^niQnfir Ipw income 

inrt>bp5?; Wrje dlre^ Jft liJgii in<ri4ence iof physical a;id.meatnT disabilities • 

in pBlldjpefH /id^aftiba/ the f itq alcoholisp.and ffrug Ifiitvuse.Jn ;ow- : 

inronae Rrfewps.:^^^ expectant motb^fs-in -t^iei^ jfronpa be . - 

I', screenfd thati hlKh pr^ltami*ctes can Jbe identified promptly. 'TUas, AJIA / 
' P recioniiiitfnds ;that "elljKlbJe iferpectanfr mothysrs Jie covew*d under? tlie program 
{.^1 And/jaia t, eUieribil tty f ar roch ' wumen be susta in e'd / 

. . T foi* jUij^o fWo montfe^fonowinir f9elivei^^^^ It is our understanding, ^tiat 

^1 this biU 'vrpirld provide C9 vera ^.f oh fnfatnts atf birth. In contrast to some current 

' «tat*^3f^i^caii3 prok fJ^at:^^efiiIl^-cov!e^a^re^^t six, mtwith^ of a^e- * 
> . 5. f)^yni*ii rorr.T^Tbe AHA JF)elleTe8 that a de<ruaji» dental carp is an important. 
' The^ problein of dental nejrlect anions Um--Uicome 

j '-.irronpj*rannbt be overestimated^^ If ,th su^cient 
' J <lnau<*iaf refcourc^s would be available, wonM stip|}f>rt'aii araendaient tH the 
^l bill, .such ps thnt proposed by Senator Chiles ( aracn^nif!nt No. ^031 >. t<> include 

dehfal on re 1rt:a»iBanrier comparable to other medi^^I services. ' ^ 
r t i- itid If h ^Vrtt<v;w*~ We boi i ipve t ha t ptihi i c a \tareTiif s>? is a n es*sen t i al ele- 
' mha in tl^e «WceHH Ot the^ CHAP' effort and sn^.iiest ttiat the bill expanded ' 
/ to^w lfle. funds for I»oth natio/ial at^d lor^l promotion c*?: public health educa- 
;: ^ .tion.- Ti*' aildi*'fou to .traditional health edncation functioirs. acHvity Also- 
' ; i'* * <K>nld;re^JiTtc t^e b^ on provider resources by iht^iicting parejits in the 
-aipf>t<ipriAti* ii><e .or >*prvic^ appT^Jntiiie^Ut proce- 

' dnr^h^, iind use a^^^ ' . 

■ ' ■ - . ' V , ADMiNisTp.ATivi: rovrKHN-s ' , ^' ''^ 

/ ^ ; . Fiti'n it dnffan <l 'Pn y mejii S^'f/st (*m^Kxperl en re wi4 ii the fi nn iici n r * a n d pay- 
' - ntfT't svstem htil>;cwl l>y the Medicaid pnigrahi ha< pointed up a n^iiil^er of s'^rious'/ 
• l'r>o?i/ernf^'/fom the point of rjew of hc>sfplta!s. vTTbUe th**- entitlement to health 
< j ?^«ieftrs fnr the Ihdlnrent and tor persons with l/>w-incoioes has resmltefj in im- 
- TM^r enie« t in t b e| r ri cc«^ss tf^ needed h^a 1 1 h ' r-n re se rv iues rh ejTineveh ii f^ss '*of el i ^ 
■: ' jri>>Hity' re#it>trem^r»ts and var lift ions h\ payment methodoiocies amonj: the state5$ 

. / ofren.^hav^- led to a failureVof the projcram to nieet the ftill coKts';of providin?? 

/ hiL'i:) <MiaH^v healtli care. / . ■ ^ ' .'^ ^r' ' 

' ' ■ As a conse^inen^oe of >Te<|icjii(I rate freezes. .i>eil^t limitations.. aiHf partial 
; : j/ayniVnts. under sf«n)<j' state plans, other hospital patients -and third-pa/ty^wyers 
^nfe. In effect. sif1»si^Jzincr'tbe co^^t.^ of .^ervicois'rrendered to ^Medicaid l^eneflchiuies,^ 
- 'such lne<itii table f^lfnim^^fance*? could make it difficult for providers to.pTirtt> li>*ite'. 

■ / In the proposed- ehfld'^^lth assessment projrram. Moreow. iii ?^nnie ^i^llte.s .the 

problems will be exacerbated *by the prbjrram*s^otenr3hl for increasihjE: the 
TolYlnie of ^^rrice^f. nHiich wonld be an inevitable/resulf thb« hr^wid screening 
effort. -SeYtator "Ribi^oflT pointed out in hls^ rema/kw accomipanyinjr the. introduc- 

■ ' * tion of tliift jegisl.ntion Yhnt-only aI)^nt-onerSix^ ot the o^^^ children 

. ell^rible for si reeninff seblces^UTuler the current EPSDT proprgim actually have 
/been screeri e<l/ This proposed n e^ apd expatjifed proKMbm rans t. t hereto re, a < Wjf «^ 
. the flnanciar 

■ 'br a fii^nlficfli 

• "He in^rwised , , , , . ^, - , -^v 

' prev 1 onsjy e.l ljrfl>le f o n or ta ki;isr t^tt i n • th e exi5*tinj2: screeni n sr pro^n^n^ : (J2 > ; 
patients -referred to Qna Hfied'^r mn^lers witfi the.Tfej^e.ssary diaffrtofttic and treat-. ' 

* ; raent serviceit^to meet thelr'ne^ : and .(.3) ,the nrovtsioh of .addlti»nal serrlce;? - 
/ , d^ithfn PXTstiTnarcase \{^^^)!i^icr!^'A\\\\^ of more thorouKh a-nd comprehert^rve sxceen- 

« Inp and follow-up systffo*^' ' ; , .> ' ' ^ • ^ J" 

M'e a rf' pleased >^..we that the bill in seviaral airas recQjpi^es the need f«)' 
provide adennatiP^'llrpfl^clal resources <or^ the pfro^ram/^Slfe'iflcallT^, t^^e. j)UT .* 
' woiihi a n thorisi^" an;^hrreh se 1 n th e f edera 1 ni a tcb i n^ ra I e fbr cequl tj>d am hi ila to ry * 
' • caf^ v^ervi'cei^ would >st an dirrdjze elf s:lhHi^y rwilnpments amfinsr fhe 

state*J so^^at/fhildr^'n :of intact fam1H/?s as weU as sjnele payout hon:<9holds; * 
irt^o'nWh<<^co^ed,nn(!er the , ^' . -X' * * . .7^ 

r^^vefth^fcss* the biH doernot provlde^or any i^iodifl^^tipn of W pfes<iTif: Me<ll- 
<!aid paraent 'system to irtstifutional provlfl<ir.s,-includl!!R-friei^ 





i&3 



>tilch l^s pernut tit^ tiffbie irtftUwJ. to pa y less tha'n t he i ^ ' -i i re* • it>^ i t ad- 
%ripgr B^mices. The MlA'^tm^ the;€<immUtee tq.iii*»':»**vA« 3»|'^:3S^: hir:i::iak'e iii 
JtTlfe legislation, uiuler 'the, proposed iectioijUWSia J (G j,i i*^? -tiu-'Uiai i>«yuieut 

lor seryioes delivered prprsaaxtt to the screeninif proce^ i be b ^^ -^ cm rb* w^a.soa-- 

pnj^iiioh of Ker^ices mider the ptoifcpcm.-the AHA I 
specUically xci^u^ize the roit? that* hawse pracxitioni 
p<m. play in sonle screeAitig' aud toli^m'-uii^ iicDvttle$i}ip&' 
seccien 1962^ a> (37 ) V»e axzieaded: \*o rettuire a t^u 
that the Suite vviU eacoiiroge ;participB4ti oir by phy^iii.ah . 
ter»ahd ,tp tiie exteJKt pennies an^r ^ca.te ki'^ ^iUiM 

'lih.Hectionl912i»f thlj^Act.v-^^ 

Cf^rdlnation. icilh, Other Prffiframiit. — A nuu;*#^ uf 




aiud (vM»i*>uiicai 
J)iU.-^hoiiid 

iiat proposed 



tolfi^I suppgrt proriise r^latt^ serv:tce>f for cliildra. 
natfitlon. and social tuervic^s. The All;^. believes vsn' 
tfee administrative tCtssH (finical, ctt^'idmHtl^u of f 
LptPj^raia^^nd other jCf^Jeral proirraiirtiB ftif^Be d- 
nslated social services lo.children. J^Euii eoordinar ^ 
tbe comhined. impact fttf the services im the tar^e 
jniriistrative costs. , , / 

*!jfI(rreQv^er. -we.suppont the* concept vrt jl 'Mead iuoiwm 
yenator ChllcS tn>mis amendment t ajmeudnuiii: ^ 
«ftch , county (V health service area all iprp;rtaais 
iii(>4h1?^y. acd, children! whetfier pro^dettafhrtnicti h 
;aj^e3ioieij. schpol heal tin agencies, niipnnrr heaJxjh'cti 
JieaRh center*/ ^ ' ■ 

We appreciate ,the'«Pl)6rtiinity t o pTt*r»»'rir onr Tj,e\v 
ment Act. AHA supp gn 't s tlm intent of tiHis^lesisln-tj 
.pro\*id<^ any addit^onaJ infor^mation or as<istau*'ii, 



chili 




re— i via;; 

I'. >li'-4vi*l'. proviil - 'f 
1 Hf!i5:a Asseswiueiift 
pr\>Yi»*ins «U i<*:ikli.^3iid 

'ilnfi..ii, u«',-rr^Sf ad- 

> , 4""*')r(lLi»ate Hot 
ff maiMBual and- chtid 



Ihiv 'hili: rif-alth Assess- 
Aiili {»e 4Jl*cfn>T»il to 



STAT*:ME>fT OF THE, ASS?0CIATIO^' OF* STATE *j%>*I> Tf .l 

. ^ - ' HEXr.TH AND Ciirppi.EU j^iiir^RK- 

Cr'rpsented^By Jiidsfjn Frir(e./MJV.\n?!l/tnt-. .(!r; 

, .. partmfirt of Hepf^fh and Meut:^, 

'* ' . . ACKNa\VLEDOE33ir:f7»S 

Th\k sfktement fias h^en prepared hf a Taisk Vo 
' ;^r^B resents. sbpie nine ty-s(?v*w^ \ ' 

. Aigth^r profesi^iorials^ wdrkiiii^ fn all f^rafev nnci "r^ " 
^ ' Health and Crippled Chll(lreii:« S^ervice? pro^r- 1 

* • l()cal and rei:ioiiai*areh< sta^C^s ;uk1 involvwi 

'sentT^^u additional flud''^hsT6n^rifil ^^orps ^^'-'-mf* 

, cla.h^j; dentists, 'i£$Ucal sotMalVv/rtrkVrs.^Tu^Tin 
ojiimrs. sjx»erh patlro^oglsf^; •phyK^?p^ ihjc^to 
Ilesi)onsibilitie<f are Ajcirtha'fe most fijAff yjemlW 
auil direct patienr£^airftservic&. V.' 

Therefor^ i£^is Jippropriate to ac1ainjvf«;dEre» * 
tliis s4^a|eiHertt^rpfl^*i the, concern :^of j)er.'«;ons 

• • whom tujfl ^Vct U Intended*^ /• ^ - - . . - 

tors of/ia-tte V i*rojfrauiS iJupphrl. th^ i)uri«tN«- 
niodifyj EPSHT and^ }iv6n^*^n^ro^tiuiy ' f^\i;x\h\ ■ 
' , nH!o^n|z»*d' that « ?;pf<'!al puhnc VesiSoh^nntry 

y iiifi^li 1 d o ok i 'j^nk Avh (> ?re* 1 1 li rA-nu » te vs i "o a n# 
. ^ol^oiiahly.^pected of most- Lrtw ific-''»me fn^ipilU 
opporf unity to;Tiinforce t'lrWous t'rtnijrossi^r 
Vnhli^ LA^^'^^K)-24H and the lJ)r.7 Kr.^I^f am 
• of tjj^.scjbifa SEMCuPiky^au's. Bjc>1-i5 tith- V and.Mj 
• caredal ,coi>i$ideration as ;tUe^ Uin;sua;jre o4 il- 
men-t , • ' '■ ' ' "v ^ " ' 



lie- 




ilsli* oriatiou V'iiiClj/ ' 
:ui ' estiiuat^ 
;1l Sf'Htmal' and rbiid*^ 
('if."'iv'.'*'''^'^^'iff looiited'Jn 
The^'^" ?'ervi(:-iL*s,Telire- . 
" Ai^' • M iH;f'^'i>oi:s#*:inel.- 
jir.x-."t i t ioriers/ physi^ 

J K.\ t|y«»na 1 thera |>lsts. , 
' > adnJinistratWe. 

(»,t,iii'pN»>?eiV7f-fl in- 
^^•se fh<>>*» ?0r 

1 ' mildrcn*.^ I »i rec- • 
i^;«stta?tiKth^ii nnd 
tjc^ i* I trie "past ^ has 
iiii^c dei>endent and 
^ki^Ort Tlian <-.Mn be 
mm i»toTide a naeedod « 
rtd cirtmnitnieuts sudor : 
tiMe V ami title XlX 
Li?altJ^ mandates need 
tcs furtlier •develop- , 



The <;yid Health Ajwesiuneitt Act Is an inJdative tiat shodld promote healthy 
, dsr^drem and prevent -^nrmece^ry di>$eftdBe. disability, and hi(>s^ltalization hy 
•iiniirov^g' the 0>piK>Ttiiinitle8 for. more needjr cibildreii to it^ idienrified aud vnt- 
/^TidieAmttik a c<mtz]nii]iig soarce,0|f qnaUty iaedk.*al care. A. oiajor soul of this Act 
mofli.be to emphasize tietsd and ensure tJ4e availability of npcessary prima^ry. 
' deeviidary and terttor prevpiitive.caF^i swrvices t^rou^ a coanprehenslve^and 
CAKNTdinafetf network of pni^tM^i. Tbe^ AKsociation vigorous»ly vsnpport5?N^e 
inA*^?it to have every aee^flphiiid introfiinc'ed and assured Or medical proprjfiJw 
wli^|ti(>' health la^eds ^«voiUd IK periudic&lly ja^mtnntied, a preveoKiou orlt^nted. cure 
pla*. developed and n^pes-sftS^ainiostic'. jtreaiment and gfteiJrcare sep ices pro- 
' viriM^i hi acrrtrdanire wiilb'^^tidll^^ • 
Thw foUc^ytrog '^it mm nt\%j§ni\ Terom menffation,*^ are ro adp^ then, fn keeping 
' ~wTsa^Riat~we^fi^ve~cw~<^^ 

for all chikjpen s*?rved- "hSBfcb El'SDT^ s*^Tyfri>s under Htit* V- and tjtle XIX. 
«nd li«.J»^furrheTilmeudSirft)3Bbh H.K<JTUt; * .: 



^ MEATME^T 

til 'tiiis eouirfa^ the pr.^-vjtlfc" of 
aciirtu* rhotie chfldi^n s*^rTtvr^' xix} 
com- jknnire$« title XIX irmyimautrpo' 
^cmm^ under treenty-flwe y<^itr**^oT 
iM 4)f iireat cpncenv th«w{oiT rto.V 



ERAGK 



.Staiti- ''J.e proKTHin^ vr 
an(t.'»ervice9«) handicapNoeci 
derM<>H>atentaTvdisabilltiefe;. 

'rtuis exclaslon is contirarr- t' 
tlrii* ^ aj>yroprhLth)ih( ar^ f« 
medi^ :' H.ssdstanoe u 
^ indivioHuals and. (2) reliabll :Tir 
^ lirrtiv. .iuals iittHiij r>r retriiu , *i 
Sorr of the most urgent ajmJ 
niri»-.< -tr seooii^lary aiul '-«»r: i:i ■ 
♦.which a re* not to be maiii(lar«tl 
the«e ■ '^MUlitions or to linr.ir tjr<^' 
eTent:r«!|y attaining: or r«ta^i:\- 
may lar^t be in a state*.'? ,^e>t fl^ 



huiuUcjii'ian;; < onditioiis Is greate.st 
I title XIX proffram.^. Set'tion liK)5 
rtor EPSDT services of all eliglhle 
(Ues8;.of diagnostic category. It. 
luld -hniend this* .«=;^*tion whereby 
.uired to provide appropriate j:*are 
'^^inh nuemtal illness, mental retardation, or 




J i^^ml of sec. 1001' which states that 
rif riuihlink stJih^k? to furnish (1)* 
. -ii "flt'pgndeMt- cliilf^n'U, and di.'^ahled 
r- v.-rvices to help -^iclT families and 
. t ; ■ ■ wlen ) -o ( > f s(»l r • ■■itre. 
\c .and treatnient m«*^j* and *opportu- 
iii Urnsf »4>iu!i; Mills /»r <'ate;;ories 
; ' .itc care and services. To exclude 
■re i.-: M roasoiirK'te .^xpe^ta tinn of 
for at lea??t indepenrienge of .^elf care 
Mainy states are r -gently investing 



orh 

Ml- ; 

i;no- 

It ;« 



• he: 

substaintial amounts' of Itmitef^ i^'^^ltraui fir ds ferdeveloping heailTh care r^^sources 
aud j«e«TT.lce8 to reduce thie nee<i * pfr costly iri-ritj^p^ional c 

Alsi- to be eviuded innder /'^^.VP ; - rin^ual treatment unlej^s the ne<'d is di.«;- 
covert; during an assessnie^- -^inee a -^Ti^e percentage of {i*?*ntal 'defects can 



< rt^qnir*::, 
'ntal 



erxarninntiou. it i-^ imperative that 
I iiniroin^ re;:nl:v'T prc'ventive and 
ior?ty of nef?dr c'hndreiit are already 
<Ii::jirno^is ;md treirment, A'ssJ*ei>snient 
o cost effective. 



only ^— detected after a tb 
-child II re<'f*iv:e fliagiKxrti 
cpnt t i v<v>asis. Fur theni\(^r<» 
knowij 'o have den r^cojTUir 
for (M>^asein this c1renm^«bMir 

^We also recommend thAr t'ntal tr^rfiueot ^ervict^s not he'^rscltidetl from th^ 
Jlicreji??ed Federal Wdicni assistanre -elinbUrsenient^ as de*«(Tihefl in sec. 
'Aujhulntory dental (l^ire/f pw^i- and h;' mli- apj^ed children Hmited' and v - 
adequate financial incenfl*«»^ vflH i»nly m«kf it more difflcnlt ?*>r states to maJw 
these needed services avajliphle, 





L PROVIDF^ I^vI:T^CIPA'^o^• 



'ac*tion witr pms^ram direction and! ecfVytable reLm- 
the g^e^^e^ influenre on EPSDT pirovider partlcipia- 
\ls4i of iinp-'rr;t?n'<^ to tliti'i^itient und provider is rhe ^ 
ting and nln)0!=ph&re in, wliich health care services 
re a diversity of choices iu delivery sy steins and 



Tt I« believed t^at 
^ liup<9en»en^ provisions 
^on and practice patten 
organizational st^nictw- 
are to be delivered." '?h 

fundinp arrqngemcntarfslKv*^ l)e mandnt^nl l»y .«taiiife to allow for differences in 
i)ersonarprefererfces Fhir-«jprist among patients and providers. 

We fully support Ac CWiAP Iu ^nt as, expres-^^ed in, sec. 1912 to require tiie 
responsible state adnilnL«iitlve tinit t« provide greater access to programs and 
providers whfch/can fessnw not /)nly periodic as\sessm(^nts but aLso the he^ressary 
-;teeatment and contjnuiiar ^llowup care needs. However, the Association is 
treatly (Snceirned ttfet tiR- *quirenients nndj^r' Section 19125COuld int^ere wtth 
a State]^ ability to|deliv.-r t:rSDT serviced through tlUe Vj)ro^rams. Under 



5o 




" . ir«.3 

title locftlf«ommutiiC7 proxi&mm, IncUumng^iiealthlfcaaptniesats, prwide-aervices 

to II II li ^flinii diUdren aimi— lly. ljrr**||icular, f»Jjdrea aaid fni^ilitw served. 

Iiji liciillll JUiiiliiiiiil jimi laiiiiiilil I Mil nil iiiHMliI I llii ^tion. ^ 

TiiibI litailli ilniiiMim Hill iippliiiiiii ^hiliM^iiiiijui reeouree of u'liru^ ^yectniio 
of jie^^^^ve specialties amd Aaeipliiu^K^iiterrseryed areas t^r ^>i^^hanit ,tbe 
country. ^Kr^ outreach capKibiBtj in tf*?e,Staam«a3iity is oonsi<aerai>ij^ D^penr li ' 
- on locBXiiSfa t»re availabfle tteough ?l]J«i^0MBmanBty progranm .^vary from 
.asseancnt Kitiiacs to comprehensive s eJte '' Qfl?-*Ted ini tudmatj caaT^coMunnity ' 
hospital^ unil^ university nunlU^al e^nrfF* Most local pr •sxains • iiave,. • 

however: ti3fitionally focused on w«n ituv»i priiiittry prevent i-"- care: diag- 

.nostir masultation^ treatm<»»nt *iid nnpoiw rtii^L^Kem**!!! sen lees h:«»^e been pro- 
vid edtP^a lBaeer exten t and m ainly d eii<tgii i :or hattdicapped c hiirti'en foIlowed_ 
throwdi St«e title V crippled chaldr^ -.^wrici^s,^ Alrangemeiiiiis iiave~~I»een 

workMb-^qt ^rer th6 years to coordinafe on iiiiinpnt services with OMP^Hsary diag- 

jQOHtieL malMc nt and foifow-np care to' aj^ns-rompreaieiifilveiaess and continuity.^ 

It fflHlHipaBatfTe that locml programs w^^.^in have been develope mgKn d are x*on- 
tiuuinoZmeet comnnunity expeota tfi<i>ns aufe". ^Teeds nolt l)e disruiitedH^t bopefuUy 
rea^SH and strengthened under this tarfSoiu If XHiia se^tiion iismot changed, 
h^ealfit Apartments could omly confimue jimamment services in tlii|fe geographic 
aiLUii Ulil it has toeen ^flettermined tbar :ii«y^ate l»s mad^ reaiMfable efforts 

to aysuare pmnder pmrticipadTDln Imf tbe wiItFted pirovlder^^insxifflcient' 

to aerws the nmmber of eli^ibLe^ ciiildrei ^Wre'^is jsreat reservartflfc nlK>ut the 
efflcacTvof tU&provision as presently de n ' ^^t wm . 

Tlxeffr-iN thi- iH>teatial for incaieulaolH,imtrT^n:iV£i.aad daiuatdiip t^fffllpti* oii local 
benlth deparmieiits. (Tha.T is. possibt- -idainp-atiofn of niuiny tocal, ht'itlth 
programs and a d^rease in availaa>le ,Taww m oment lieiilth sMTi(i*e^=' mrtleulariv 
at A time when tliere I » expected to be nm Ljm-seased (iemand for ^^teseprices as 
a result of Public* Law W-142, the EdfoaKCt-oo. for the HandUcappea:iiSflct,^which Is 
to be Implemented soon by local pdarari^»«ipgencie&T. • 

At best it is felt that the pn)virter re ii p it nient under r^ec l»n:i wouid^hmve 
very Itctle beneficial effect on the further (fievelopcn^ni and streBirtiiiGarng of pires- 
ent deHv^rv systems for the health heeds ^•l ^H.nr (•RiltLren, Most Staif**^ n^ild need 
total Federal" funding to epable 4^xistiat. h^nsrU depaTtmenT as^essuierat programs, 
to add the rwiiUted level of diagnostic fisiti tTentment services, fr is conceivable 
that some health departments might be umppfopriately forced tw ex^ad Into 
prim^ary care delivery program j^: there isffl*t itny r r*' vision rhat wnrdd p>ohibir a 
locnt proSfranc^, from/ taking this course of actifm even if l^.canpd in an area 
where there we»e already a snfficient nivmlM^r of diagno/>ti<,-ttnd "^T^tment pn^ 
viders. Lastly, the selection of aj^propriarp rriteriji to be xiseU, for --uch.a deteN 
mlnation wouia appear formidable \iihfr. 'nnsidering the many j:»?*Mgraphic,' pro- 
vidtpr and consumer variations that exi SI f>r: n Tiatinnwide l^sis. 

Acconllngly.fthe Associatioii recninmends that sef'tion m2(l)) ,(2) (A), (B) 
and (C) he delKefl^cept for the stateiut-n, th'atih lieu then*<»f "a ."^tare may enter 
an ajireem^iK^ with n'n\\ U^Mth < ;ire provider who Ij^i^s writteli :rr- 
ran;jenients fojr the referral of sncli Indlvldtmlj; to appropriate piibv id erJi for ytieh • 
diagnostic and treatment servic-es," Ttiis fhamje snoit^ no-t hav» any signific«nt 
adverse effect on the overall intent of th-e 8*H'tion. tft reaeh Imcreasingly 'more 
title XrX.chi^^rcn with a full.range of frT)l)roi)riate and ohjroliig FP'eventive health 
' sprvif'»»s. The^change would elinilnnrc. nniL-h earfier than *^tlier^^Ji4e, those asess- 
ni*-nt providfjrs who cannot assure ri ininiiniim covcr'ige of iiiai:nr»stic and^trcat- 
nient H«*rvlGep. or who have not b<M»n sriccc-^fn! in aflfUiatinsg win: an appropriate 
health care firovider. In addition, it is heli,eved that the loci stir-< nirolved in. ad- 
min l«tering.*he compliance asjvects of secrion 1012 over a ^^year • hase-in-period 
<v'onld 1^ mifnnmental. / ' ' 

'j'' - - t f?. PROr.R^M ATTHORITY * 

KnabrJnelegii^ilation for titio V pro^rnun^ is 'for tiie^expre5<s,.pni#ose of qjtend- 
liur and hrii)roving he.-jlth cnre services tf> children throughout states. ^si>ecial- 
l.vln under-served and econonncally depressed areas. Title V ngpncles have been 
riin'f^tefi hr Federal and State statutes to acyninister or sirpervlB<> the adminis- 
tnjtion offthe State plan for identifying health needs of c^iildren apd develop- 
/!ng ^itmtefcies for meeting those needs Including the provisi<m of direct serv-ic^ 
br the n<5«Jcy when necesfyiry. Tender Public T.nw 00-24«^ Congress fnrthe?^ 
spe^^ified and attempted to Jstrengthen title V authority to pjo\'ide .for ongoing 
cfvntinuoiis programs of preventive care. >tv amending title V«tat^ plan require- 
ments trWprovide specifically for EPSDT -^^ervices: : Rertion 5fl5(a i (7) was ^dded 
which provides, fof the early laentificati on o^ children in need of henlfti care^ 

• ' -• • '2nr . ' •' 
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juid service^ amd Sot Ipalth care and treacueut oMill to correct or ameliorate 
defects or 'chromic co&ltioB» (ttscovered tliereiJty. Wbougrb t>rovision of suck, 
Ijeriodlc screenimg aoriL dliniiUprli servicetL, and j*ucai ttreatnient, care and other 
meajBures to conreet otnHnelioiate defects ior Ciiimmc canditiomi. ^ , ' 

Also, under Rublic ^mw aM>-a4J6, eonfonming a»attudimentj> were added to. Btle 

' XIX, Thttie ad«liti6««were' SBraiingly inteinded pnovide the necessur:^ fund-, 
ing mec|iaiiiam» foraRSD«T -services vrlmcU >vcre to» I5e deveK^ped and made 
avaiLiWe under secti«98iP(m> (7) of Utl^ V, S«ctiwn 19051a) U) (1^) defines 
Ki^SUT f or the purpwws offWyni€»t and section I^t»ia> (11>(B) requires the 
title XIX agency t» -«iteF reimburwemeut jJtp^meiitSj with i>n»viderij re- 
ceiving piuynients for *irt of jUkof the cos* of pla^s dO* prujArts under title V. 

>• Tha j^w>r>inf>fi^ ^tm^tnit^ »iiut\ most of t he .sheirrc<:miin gs of El*SDT can be 
-a^ttributed to the very ^iow pmoril^ this prt)gram tuts rwi^ivetTatTlie^ Srafele\"el 
subsequent to Uaese UUCT fiffSDT nmendiments. Pjirt 4>f the fiiiiure of title \-and 
title XIX agencies t*f> *«»rAaish EPSD'tta* a priority 't»a>ia-aui is believed related 
to, the difliculties and wUys whiA surrounded rlie lievek^pment of regulations 
and guidelines. In u<QtfdltUj>n, when regulatiociH ami guidnnce maierial finally 
became ttvaiiablie in 1%^^^ miimy Smtt-s wf-i'e U-;r"7n]il_j;^ maj'»r effo; r> i«i i'ori:.;.r 
tWe XtX cost* and uof iMtrtic'Ul:irJy ini .^r. hi pruvidiug funds for 

EPSDT program: dev*«ujimti3UL lir fact, as of - M*»#»r 1^73, 6 mouths after the 

^te for full imspi^amoBat^dlL 9^y about 'Uai£ or States liad souie s<»nicps 
available on a ptsKewfids^ , 

Muf!h iifMiL JUi'itlj ■jgrriil most of the tt'«fhn; exi>ertiseJor developing 
ErsIfT Htandard« asiitl aateeseaiu**^£it schedules lia.s !H*f^-i proviffed by title V^agen- 
clets. Iloiivever. thie a^fimtt^istmJCive respfmyiMlitr f.>c..verall EPSDT prc^gram di; 
re^-tlon trontinues/to ^Wj/k ^^*'^ ^i^^-- ugt^ifit^ Sinr^ title XIX is a J-'^xleral- 
STfttergnant-ln-aide pi^Bmni. a serious constntint m hHfiUi-nu the.EPSDT mryi- 
dintejuLs existe?!** wh«?fiby srates have !;j>te<l in imit eligibility, the srnx)e of 
y*»rvffeH.. nndin same :iM«3*nf.**>-^ haveevrin drVi:"]^! Mir opportunity to r^irticipate', 
Interm^ency afrf^4»Tv-t»L:< Ine ufefl tii;- V -a. .d titltt XIX agenfios^pjiVe been 

^trieil ;ts a Tneani> iwi nA'^^ 25rSRT-.r>orfom!;artj/v hut hav^. genernlhr proved 
lnade<|umte for th*p rueed??. If Itelleyed that this anlminifTtrative i«ec>anism will 

. falltshmrt of well ittf^f-aciinn^ b<>pt»s :\\u\ proci^ys h*M.':Mise of yih^rV^nt differ- 
enoes im agency ^]:Hr*dJBL:nf* ^n«ri gr^als Title XK. being administered by Weir 
fare, is; primarily- .M^oioid .nc^ine* mninteitnnce for famiUes,' the aged and 
disiabloid. « "^h 1 1 dr en ~beAh Tie«H]s are of only *j(vnind{irr impfirtance as a factor 
In sTipfiorting the ^>'rt^r5w ^f»MIIty and funct: -minir ')f the family unit. Title V 
orientnrtlon.. as pi ^^ ymnfT ^'ith^. is for the exrrr^s purpose of -improving heatth 
serv^f'f*'*^ for childrv^^ anci ia p3irtirnlar those' f ;;Ildreji from low income families. 
r(»st/T»ntainmerft on ier titk* XIX is viewed pr' maril.v a^ less. income maintenance, 
for n(*^(}y fa ml Ilea, not in^wpoHslhly denyine: ■ 'hild the opportunity f<Vr a fail* 
start fTi life. * ' *. * 

The As?»of>Intion -psp*r<"t^illy <^onclU'rlos thrt' ■:f the desiVe and intent of Con- 
gre"^"? IS to meet critlrf-rti hcnltlj r!<M>f^s of nBiHt:o.iid children,. then the respom/ 
.»ii!>ility for CH.^ Plroffrtiiii authority must r^iflc in Fedor.Tl and State acenctes 
tliTit'have as their ■^rhnary o!)feotives the prr«*.v rioTr anrj .promotb)n of chl!rtrenV 
healt'v. These ajrwir^ie^ rr^sf l^jxe the r^e-i-=3ir>' nrofosslonal capafiilities and 
iucenM^ves to dfev^ip an< ^nsufethe avnilalnliry i*f n compreh^jisive. Int<*&mted 
and contlTfiilng sTNaipm^o-' nllfl health sorvir'^'v tt is with regard to tho i.*iSHe of 
pr»»jrram adthori^• hat -islrins of the f>\is"irjr title V child health find KPSDT 
statutes must -he «rT»w*Ifl'^nft^ addressed nnri rt^ff^t-pni^cs mnde In H.R. OTOf;. It 
Is essential that CHAP !mE»nt-and Innffmijrr refW't an iijiflersfundine of both . 
title V and title XTX QhiUcrTieRlth m^i^n^^g^nd a^jvitles. ^ ^ \ . 

Statp\<f'^t of rriK Eptlfi»»^ -"T^f^T.vnATfoy or Amkkk v. thf S.\T\ny.\i. .\ssof r.Mrox 

FOR.TtETAROKn CmZKN-. ^Tir NaTTOV^;. S'h TKTY for AT'TISTIC CntLDRKX AND . 
T'MTmrEREBRAf. PAtST .T:t*4fiO*"f ATfO^XS. Inc. - , . - 
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The four voluntary flg«*rles serving mentjilTy retarded and devolomentally 
disnbled persons are profonndly 'shor»ked at the de facto exclusion rrf -chUdren 
with these disabilities from treatment nnd referral services under .the rw>d 
Health Assessment .'ProirrMn (CHAP), rermittlng . such children to receive./ 
services at the option of thie stnte Is tahtamoTint to insuring their being hiirrcd 
from any but the most slte*etal screening services recjulred by law. 



OUH UPI*OBiTl05 I8*PjSdICATED ON THE FOLLOWING REALITIES ' . ' ^ 

1> Treatment aad referral nervices under CHAP are routinely available to 
all other qualifying low^income chiidren, i*r\ices to which many. mentally re- 
ri^rded and developm»tallj disabled children .would biherwise be •entitled 
on the basi» of their faiftily's &sancial status ^ * • 

2. Mentally retarded and. deTedopmentally disat)led children are particularly-, 
in need of early intervention if lifelong diaahling conditiuns are to be ameliorated 
to the greatest extent possible or prevented altogether. ^ - '* ^ 

3. Excluding mentally retarded and develojmientiilly disabled children from 
care will only exacerbate chronic problems already exi)ej'ienced by low-income 

— rindtvidti^ i n attemp ting- to acc e aa heal tA^8eiyices.- ^ — - . — — 

4. CHAP was designed to expand, hot restrict, the^^pe and availability of 
health care for poor children. By excluding mentally retarded and develop- 

> mentally disabled ciiildren from all but screening services, the prograni is clearly 
no|: meeting its intent. 

TliE KATIONAIX FOU SL'CH AN EX( LI'SIO.N IS BASFJ) rPo\-..A6SUMP7'IO.\S WIUCU ABE 
FLAUAMj..MALLV L.NSUUNU , 

^1. Contrary to prevailing .opinion, the maiority of mentally retardetl and 
developmentally disabled children do not retiuire costly longsiemi institutional 
care ; and their inclusion In the CHAP prog-aui would nut rciJresent a substantial 
addJitioual commitment of resources. ' 

■ V 2. As mentally retarded and developmental ty' disabled children will auttv 
matically become recipients of Medicaid benefits ont« \hey attain their majority 
it would be both practical and cost-effective to re<luce their later rest to the system 
by providing early intervention In order to sigbiticantly lessen or even eliminate 
the long-term effects of such disabilities. .' . * ' 

' .^3. While many individuals err(»neoiisly assume tlui^ mentally retarded and 
developmentally disabletl children can receive treatment services under the 
Deveh)pmental Disabilftles Act (Public I>aw 0+-10:ii in fact thiit lejrislation 
faclHtates planning tyid .coordination of services only, and is not equipped 
either financially or administratively to deliver direct care. ... 

'/ ' • . * 

THE CONSEQtlENCES OF EXCLUDI?«G MENTALLY RETARDED AND DEVELOPAIKNTAI.LY 
DISABLED CHILDBED? FROM CHAP ARE POTENTIALLY VERY GR^VE 

1. By providing an incentive to states to classify more children a-^^mentjilly re- 
• Warded or developme'ntally disabled in order to forego tlie full extcni <pf iheir fi-- 

nancial liability unde^^HzVP. the act is vimuilly* nssurin*; that many children 
who most . need the benefits -of earl\- iiU^cveiirioii will receire delayed treatment, 
or will be denied treatment altogetlif^r, 

2. A categorical exclu.sion— indeed, a eareirnrical approach of any kind— rnns 
counter to the recent trend toward providinjr fnnrtional assessnseiir :mm1 iiidivid- 
ualizecl treatment for all cliililren in health, education, and other so<-ial service 
programming. • ti^ 

3. Tlie extlnsion of mentally ,rcrupd(Ml and (Icvelopmcn rally disal»lpd (-)jiMren 
contravenes MeflicairVs hi.^toriral n*fnsal. to df!iy scrvi<-e.'< on the iKisis of 
diagnosis. \- ' , . *, 

Statement on the Chit.d IIkaltit AssKs.s.\r^:Nt (.'knikk 

' • . INTKOnrCTION " . 

'Jhe four national vpmntary ac^ncies r*^'pres(Miting per^on.*^ with dovrloimicntnT 
disiibillties have been historically .'^up])()rri\o of fonipreliensiveMienlth cu:-^ pm- 

. gT7im,s for children as a f^rimary mfw-hrinisni for provoritini: and rc<\u<'ii\t^ the in- ^. 

/ ' «dence"'of the.«!e handicapping- condition.^. Pmirninis sircr! fho li^-vHy ami 
Periodic Screening. Dfajmosis arfd Trpaln^Mit ^KP^PTi iTiitiarivo provide*! under 
Meillcaid have l>een welcomed by our orKauizarion.s; as major f%-(Ieral (■•>unnit- 
inents to assuring and increasing the ^'oiitiuuity. quality, ancl a vail;ibilit> of si;<-h 
efforts. ' * * 

51^1 Child, Tlealth A.^sessmeiit Prnirram (PIIAP^ Is a not ho r siirh potentially 
\ aluaMe tool^for implementing q^nationrtl strategy of health promotion and pre- 
vention for low-lntome children, ft population statistit^ally^at liigli risk for long- 
term, permanently disabling condition^. For this re;ison our organizations are 
particularly distressed by the flagrantly dl.s« rim ina to fy categorical exception 
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mnilA fn nrovidlnz tfedtnfent services to mentall,v retarded andiie>elnpmentally 

'avSh^^ a routoe basis to their nondfiabled^peers. services w uch Uiev uU: 
^^^^^°y ^tS^'and to whith they Xld other«rise be entitVeU by viFtue^f 
their financial status. ' - ^ 

I?EEO FOR EARLY INTERVEimoiff . - ' * 

Of ftllrf li &popala tlon ffroups. low- lncom^ childTO are at greatest rislk of ex- 
perien d n g ^vS^menta^ ^ 

Sre i^fSton. enyironmental hazal^Js *ich lead-!m«ed immt pmscnnu;? 
^d iK^ toxicity, and, above all. lack early diag:nci?.is .ind treatuieut of 
^rio^ iSS^ers dS tcVinsnfficient utilizat^ or availab lity ^f ^^^a th scryh^^^. 

In Ws iJWress to the White House Conference nn^the Ilandicai^ed on 5la> 
of this y^r I^«sldent Carter enunciated his administration s eommituieitt to jn- 
surine the health of financiaUy disadvantarjed children : - - ' ^ , • , , J 

L I iQokTcro^* this- tremendous auditorium, with many difT^rent kind> of 
handicaps represented here, I know, that many of tHeiy could ha>-e been P^vputed 
in yo^ earl} life . . .'within just a few years we will multiply five times^l e 
nnml>er of poor, young children who ha,ve a chance to see.a doctor early^ni their. 
liv**K -^o their i*tenrial handicap or afflirtion might be presented or corrected. 

ThiH nreventive emphasis has alrerfdyJ)eerc endorsed by this coramittee and-by 
the Congress as a wh61e in such legislation as the HealMi Proniotion and Di^ase 
rrevention Act of 11)76 (Public Law (H-rilT) and the H^Uh Pr(Tfes.sii.nals Edu- 
krionaf Assistance Act (Public I^w ^^^9A^, which .seek to in-^H':^'^^e adequacy 
.flnd^availal.llify of preventive service.s and primary rare i-rofessumal^ to deliNer 
Them X arfe^hus particularly di..mnye.l at the exehision fmn such services of 
KecW that population whieh has a (U^monstraMe need ft>r them: mentally 
jetarded'and developmenfally dis^abled lo\V-hic4»me ehiblrcn. 

rt ha^ boi^n abumlantli- d..ciimenfed Umt disabling cnmhtions cynr with greater 
fr'»>i,uenev apiong the low-inconie population which Medicaid is dcsijrned to serve^ ^ 
Tljo^e disabling physical and mental condition^; t^-hirh arc not the result «r pre- 
natal' pro-l.lems of tfu first manifest themselves during infancy or the preschool 
VHars. «Vithout immediate and on-oine therapeutic intervention these conditions 
;.an bcco»i£ permanefttl^ disablius- ,With ninny low-income children *n need <)f 
treatment for^me(Jh-al condi*Hr>ns related specifically to prol.dems and 
development.' >t-beeomej^ particularly essential that individuals so identified l>e 
eligible to receive the full ranSe of .refer ml. treatment and follow-up services 
available under -MedicaA a"sni<^«^-V to Jnsure jho amelioration of their 

condition bef(/re rfamaffe fVch-geweration l)econies irreversible. . - * 

. -^Vnient r^^^^^ t^Muire^tJfres to' arrange for treatment of 

^omliTions discovered duri«? routine sT^^o^^ninV either !>y y^y^^^^'^'^'^^i TVlll 
?hem.4lves or bv referring rhildnen npi^rnpriately, There is little doubt that the 
de facto exclusion under CHAP of n.ent.nlly. refftrded aiul^eveh.pme^^^^^^^ 
nbled children from even this l>asie referj-al fnnctioa will.CBr:Ue.*<;o more severe 
lmi>ediments to attaining ap;»ropriate sorWces-fhan these <<T^iIdren "lyf«d?^/a<"^.^^ 
the result of -inadPiiuate parental information or preventi^;e^d«^ltioa^nd the 
inherent difficulties which lay cnnsumers— and particularly tfie poorw^uU Kin ally 
experience in atfempHng to access health service.*!.' , , ^fo^ 

Moreover, the few Federal programs providing some medical or health-re'ated'. 
services to children tvith mental retardation aud developmental nisabllities <ire so 
fHiKmentPd. condltiofr/region speeiftc. and hedj^ed with varying eligibility reqqire- 
im-nts and appUratlon prorednres thrtt trnckiuK appropriate services within such 
a -non-svstem" l»ecomes a confusing and frustrating process: and it goes nlmost 
without saying that under these cmulitions continuit.v of serv^ es is impossible to 
guarantee. . . * / .* 

• t "Proslclont fnptep Oh^^^ II..po to KniwlI^Vi.ed IinllvIdunlK/' CongrtsRional Reoord. 

I? SpJll- Health Care rAN'ashlngto,,. -DC : The \yii«hInffton Ko^PRPCh 

Project. Inc.. June. 1077). * * 

"« rhndren'R Defense Fund. op. cit.. p. 100. * 
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<^ in short, it Bad bt^n dtur undftrst^andlng tliat the Child Health Assessment Pro- 
gram was designed to j^zpand, not restrict, the Bc6pe 6f tlie £i*SOT mandate. 
Cieariy ^he new program as drafted contrayenes that go^l as articulated in ss^ection 
2 of the Proposedr legislation (Appendix >^ • ^ 

' EXCLCSIONAKT RATIONALE: FACT AND FALLACY / . 

- ' ' . ' ' ''^ / 

-'Cojs/.-s-'XheAdiuiiiistration's -failure to retiui re follow-up treatment ser^iq^ for 
mt*nta4y retarded aad developtnentallr disabled children appearas to lH^ui*)|ivated 
primarily bj a concern that the cost uti)ruviaing such services \v:ill be prohibitive 
^tft- nt a/ffi T x % n n ngfated bu t i mplic it a '^^-umpri'ift appenr^ ^^p^ "'<*7tnlly re^ 

'tardea and aevelopmeufteUy' disable childreu are at high risk for long-|»rm insti* 
i^fional care. * ^ ; ' ' * *- / 

Such, an- assumption is' not warranted- The overwhelming num±>er/of mehta^lly 
n-tanlMl and developmentally di^^bled cJiildren do not reiiiiire insti^tionad ^re,' 
Even among t|^e mure severely iiivwlved iustitutfoual vi^re is only rarely c»ed 
for and need n6t l)e long-term. Equally imi>orfant the Teci>m^i«n tiiat 'early 
in.tervention aflH folluwup canpreVeat the de\Vlopnit^nUof snme^rms of deyefop- 
mentally disability (such as meutaf retardation caused* l)y'iiilK)m errors of" 
-metabolisin) ; ^n dramatically .reduce the'-sevefity of tlie'dbifcility (fis iu many 
seizure disorders which, if untreated, can isignificantly increase' In frequency and 
Intensity of occurrence) ; can comi)ensate for dfsabiUty-pro<wc<^ impairments (as 
iu the. case of^ children witri cerebral palsy u jio! with aiwopriate theraoy, can 
be iielped to reduce or conapeui^ate for commumcation andymot or difficulties) ; aiyl . 
can re^rse t^ynaptoms (aaFin. the case tffgthpse autistic /hiidreri whose cognitive 
niid behavioIiI^BQ^'(^^'^^'^<?^^^^P^'^^'''^'*^^P^^<^"^'•^ ^ result 6f neuTol(»pcal 
interv-eutioni. EaSy intervention, in other words. is^:y^i;niifloant factor in reduc- 
iuK the nee^l for long-fenw institutional care amount lie mentaUy retarded arfd 
'develo]#uientaily disaUed child population; and any legislati'^u Lnhibiting the * 
provision of sn6h care as eariy as i>ossil)le not^fyily/rails to save tiioiiey. iJ^ft virtuv 
ally*as.snres additional public exi>eM.se throii^Jhuur tlic life of the cliild, expense^ 
wliicjv«<^g1jt otherwise bAve !»eeii a voide*!.^ ' ^« . ^-^ 

Iifas.siessinji: cost it iiiilsf alsi* Im? reinenihcrcd thift^H^verely luontally retarded or' 
.developmentally disa^tled children eli;^iltle f or- ^f«'d u-mfi as SSI 'recipients or as^ 
.XPDC childrei> will in most cases lie^'ome eli;:ible for Medicaid as adults on the*^ 
lii^sis.of theic disability/NondisaMcil APPC childreii. iit coutrasj. will gen|»rally 
lose elitjUjility for* Medicaid when tht-y reach their iiiajoriry. Tims the disabled 
ifedicaia child will also l»* .Afedicaid/s resiMjnsiidlity ds an adult. If these children 
• are not reacUed ifi'chlldhood-^wlieh the possibility of reversing or reducing dis- 
ability is j;reatest— the lonff-t^m <-ost to Mt»difaid will be dramatically increased. * 

The ru vf lopnienfal Dimhilitirx .\rt. A-sert.iid and etinally specious rationale 
fi>r exclndifig riieutally retarded and developn:ei>tally ^lisabled children from the- 
projcram IS* th^ piitativo availal^ility of tn»fi{4in(ent.s|»r%-iqps far tij^BQ under tlje • 
Oevelopmentnl Disa-Ulities Ac* ilVibli* r.a^T»4-^K ThJ l^gSlati^^SmalMite of 
Public Law 1U-.103 is tiiat of i^annij^'aml ^'ooriUu;>*^n of"servl(?i5, and not 
sgfvi<?e-deliverir..rnldic rjiw^A*- lOH i?ifi*g nipped to prm'ide neither tpe'fimding 
nf>r tli'e ,admini.itrartive appa/Jitns rjece^sary to deIiveTS;ervice^". except as^4^e 
prcKMjler'of la<t resort .in certain Umired instances: iVeji tlien. curKont appropri^^^^ 
tioiLS {$.'W> ihilHon) conld not ^gossHdy al»s(»rh the bfj^deji of providing in full tliose 
referral and treatmenT service's 'cnrrenfly available Jo mentally retarded and 
•developmentally disabled cbildrt'n 'ipider the EPJ^DT mandate. M'leftrly it is un-*^ 
realistic to expect fhati»gi«'ep its current structure and fnndingt levels. Public 
I.a\\; conld p'rotide the scoi>e and yjdnnie of services .whi(4i the Medicafd 

apparatus i.v; already organized to ileliver. * . ^ * » 
. 't . • • 

CONSEQI'KNCKS OF KXCrU.SinX ' 

" Perhap3*the gravest dan'ger inherent in the exclu.sion of mentally retarded and 
developmentall.v disabled children from sert-ices under. CJfAP is the very ^eal 
likelihood of its acting as an* inceirtiye tt> states fco reclassify many iitherwi.<ie 
eligible tfiildren as mentally retarded or developmentally disabled in order to 
le.«?sen state financial Involvement ip. the provision of screening, referral and 
treatment. Such a response on the pnvt of the states will delay or deny treatment 
to ^any, children for wJwm immediate t4ierapeuti<* attention is Critical if per- 
manent damage f& to be avoided. Yetit is eviden^from the preliminary response 
by many, states to j)il)grams such as l^ublic Law 94-^142, the ^'Education for All 



Handicapped Children AcT/^ that additional state admmistmtive and/or fiscal 
^ommitmfentB to comprehensive iie^. programs. even»wuh the incentive of a 
iitttcWngprovisloh, tend ofter te be viewed in terms of the mostlfxpedient rather 
than tha most equitable impl'mentation route.' , , n 

In the case pf tjti^ CHAP p/)gram categoric/il exclusickn is regressive as well as 
obstructive. During the pa&^ew years Congress has be6n mo\7ng away fro^^i de- 
fining ba'fdc social nerfds such as Health in categorical terms, jjreferring to em- 
phatiz© functi'onarWabilities and' the spe<nflc. types of .^rvices an- individual 
might requrrein order t(> optimize his/her physical and mental competencies. At 
the same tlm^there has bef*n.a trend toward the individualization^)? .<ervice,4.pro-^ 
Tided under mtiny federal programs, antl a foiu-entration uiwn^evcatiping I>ro. 
crajris whose *d^a nee of Qomporients reflects each person's uniqu^ nei«ds. In this 
context 'it beconSs readily apparent tliat a p(di( yj)f hlanlcet categorical exclu- 
sion is at best outdated, at. worst insensitive. andU^n any event (•ontrndiotory to 
the^Jiealth needs Uif low-income mentally ret-nrded and devetopmentnlly ais- 
^abled children. \y "* 

FinaUy suSLa polity is clearly incompatible with MedicftidVlong-standing i-e- 
hictance to niJtWl^?^ more cironlnscriiied set of sovviees ^^.^"e p;(jun of en- 
able jBclpi en ts than toHn^^^^^^r flte-haHj.s of diagnosis. -(Section l{K)2faMlU^; 
* Nirh^P^DT system was originally conceived as ft niocHianism for eoordinatjng 
referrlil and treatn;ent services for' alt- eligible children under-^a centralized ad- 
ministrative rubric. »fey providing clients with a central locus thn»ugh which 
thoy could bo' assured of receiving treatment, the progciim.w-ns to niiniKiize toe 
•haT)lia^ard and discontinuous ser\'ice delivery which genefariy characterizes an 
individunrs attempts to receive liealtircnre from more than, one -agency or Pro- 
gram The EPSDT model is. of course, only a model : 'and many flaws exist in 
the-way/the svstem. currently oi)e'rntes.-But despit(<itsmany failures of impler 
mentation. we'!>lieve Hint the phlVisordiieal -iindrrpii^HtTTRs df the progn'im--the 
provision of centralized, comprehensive hertlfh^Care to all lowMn(fome'ehiIdren 
Including those mfjptaliy n-tarded and developmentnUy disabled— remain sound 
arid ought to bo pAiietuated. . ; . , ' 'i m «#■ 

We therefore urge you to remove from the CUW proposal ns drafted that, 
language which denies to niontally retarded and- developmcntally di?*ahled el?il-.^^ 
d»ren ttiefr right to receive the health enre rifcessary to insure' their maximum 
participation a.^. adults in Anierican .sf>ciety. To this end wo respectfully suggest 
the: following revMsifhv<iLS»<-^if^n -"^^^^V-^ . : . . ^ ^ fi, - «w« nf 

• 'Wective October t» 1977. in the case of any nuliddual under the age of 
twenty-one who has reoeived hiii i>eriodic nssossment.,Pursuant to section 
il>l-->fb> M ). for the iiiclnsion of all . r tre ?ind services appropriate for in- 
dividuals under 'age twentv-one for whicli .payment is available under this 
title whether or not tinder the ?;tato plan for tlie .Smte such care and serv- 
" . ioos'are provided, to individuals wlif» have beeir periodically^ assessed 
pursuant to.section 1012 (1)) HT :" -JWft**^:?, ' ^ 
The TTonse romniittee on Interstate .:uii(*-rForcign r'omnieree has rer-Antly re- 
porfedQfavornblv H.R. 13011. a eb.unn inoprtihi <5imI.od,ving..oiir re^comniendfitions. 
In doing so thev have palal)ly afkafm-ledir/'dMUe wisdom, in l>oth humane and 
of>*?t-benefleia.l terms, of encouraging r^reveiitive and ameliorative care for :yie(lif*- 
iil,l.oli;f^j!^ and .dfvf'iornMofttally disabled ehildren: e. urge 

you tow^«tirl likewise. . ' *.J . . i i 

Thank for permitting us this opirortnyity to expre.«3s our concei;ns. T\ e lool^ 
/forward fo tne d-iv\vbeii w*Mni reservedly exp.ress our s^ipport for iV'it-e^ised and 
^expanded nro-ram of eomprehenslve-healtli rare for all low-income children To 
ihat end we will be happy to cooperaterwith yonr staff in/providing any further 
iiLforniatioiiMH- }l^sistanee the Sul)f'onimlttce may require.- > 
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See. 2. The purriose of this a<»t U to niofiffv the early and jferiodic .screening. 
dUgUfwi.M and treatment program and brhaden medicaid eligibility— 

(1) to continue anil exp" rid tiie availability of health car?* to children whose 
families do Jiot have adequa^te jresonrres to eov%r the cost df such care and to 
strengthen efforts to a.ssure ad/qnate child health assessmerits. diagnosis, treat- 
ment, hnd periodic reasse.ssme^nt of all eligible children ; 

(2) to increase the number of children eligible for such care ; 
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(3) 'to aiwire tUe continuity of care for a period aft A a child would on account 
of income become inelig^Me for Inedical cure under title XIX of the Social Se- 
curity A^t; 4 ' 

(4) to Increase immunization levels of child (tn ; and • 

, (5) to provide further incentives to States to arrange for and encourage qual- 
* ity l>ealth care for chil(njren- * • 

1 AUiiKiCAN. PuBMc Health Association, 

f WashinfftonrD.C, August Jl, 1078. 

Hon. RussKix B. tiONO, y . * 

('hairpt rson. Senate Finance^ommittver * . 

Dirksen Senate Offioe Builahuj, 

Washington, A. C. >« . ^ 

Dbab SenaT^b Long: The American PuMi<rlf^ltli Association wishes to sub- 
mit a statement for the hearing . record on S. 1392; Child Health Assessment 
Proinram. * . 

AJlhougH EPSDT has l»een a mueli criticized program, we believe neverthef- 
l^s8?Thnt it is a most useful and important proRrani. We believe that the CHAP' 
legislation with mo^Jifioatipns can strengthen the EPSDT program and correct 
Its failings- ,4 , , ' i. i. 

Attached is a copy of our previous comments on this legislation presented by 
Dr. .C4 Arden Miller before the Snbconniiittee on Health. and the Environment of 
the Committee on Interstate A!id Foreign romufer;?e. We wish to reaffirm our 
commitment to the proposal contained in this testimony and to urge their oon» 
sideratiomas you review the CHAR legislntio^i. . 

Additionally, we are in support iCtf several changes to the CHAP proposal which 
h(ive been made by the House of .Kepresentntives and enconra^^e you to include' 
ajimilar language in your mUrkup of S. 13;>2. Tliese are : 

TtM^ngjage which allow.s <pnilillt'rt health care providers, including public 
leal th deimrt men ts to i)er form health as.se:^snient^. * ' . 

» 2;. An increasip of up. to a inaximnni t>f !M> p*'rcent in the Federal matching rate " 
for "health assessments. * • 

; The Inclusion of basic dental care as a reouirod service under the prqgraih. 
4. PfOVlslon bf Medicaid eligibility for iiidiyiduals under 18 Vears of ag^ who 

/are financial lyVli^iide f^iuler the State u:eK:VnAinr'Aredicdi(l-Htnndard.'r>r w-ho have 
inronie of thnn .S4.2()() a .ve':n- f('r ;i I'riiiiily of foiir. 

Vv 5. Ellgibinty of pregnant wonim and childripn if they meet the State welfare * 
or Medicaid standard or have' incomes (jf less than $3,000 

In light of the current cbntrovprsy surrounding nationaLheaItU insurance, and 
the di;<api>o!htment we fpel with the Prrsiderit^ \nti<iii:il llealth- Insuraiuu? ini- 
tiatives, there is an evcti j:re:it**r ratise fnv prompt action on this legl.slation to 
address the health needs of children. Poor children are the most vulnerable and 
perhaps the most neglected people in onr society. Their rights to health care 
cpj^l^ue to be. largely unfulfilh'd. CHAP, with suggested modifications, rep- * 
resentilithfe best initiative now on the pid»lic agenda to meet. these unfulfilled . 
healtMne^ds. = . ' 

We Urge y^ju fo oarcfnlly orjnMder the legislation before you and to work 
towards J^trengt.henlng Its provisions to assure that the children of our Nation 
•may participate, under public hnspices to 'the extent neces.sary. in a progcam of 
health f'ar«> that e.niph;» sizes priti5;iry and invvfutiv** st^rvices and access ac- 
onmte diagnosis and trpntuicnt ;is individually. reMUired. 
Very truly yi)urs, 

-3 ^ ^ . ^ .E.rii.\Nk Ellis. M.D., M.P.H.. 

Presi/lenti 

STATFNfF.XT OK THE AMERICAN VUHLIC HfALTH A SSOfrVTlON* BY C, ^ARDEN, Mir.LER,, 

PRor=T:8soR, Matrrn-Xl and Ciirr.n Hea'lth, Cniversity of Nortii Carolina. 
■ 'ScHoorL OF Public HEALfit . • ■ ,; . . 

This testimony is/i>i'psentpd ^n behalf of the .Vniericari Pnldic Tl[ealtli Assoola- . 
tion. r 'am Dr. C. Arden Miller, a py<liatrician.,.artd PrOfe.ssor of Mntejcnal and 
•Child H<»a»lh at the SrU/wjI of lMil>iif npalth.>T/ni\'ersity (if. North- Carolina ; I 
si)4»nk for the nssocbition :as n jvist, president. \The *\>.:sociation. witli affiliates in 
all r>0 States, comprises a total ni'efnberslnp tliroiiglr the Rational Association 
ami its affiliates of about no.OOO people. Most of then] n/e health professionals r 



nurses^ physlt'lanX nocial workers .eiivironmyfitaPist.s, adminLstratbrs, rfiitrition- 
LstH» Ijealth educators, poUlatristH. teclinlciaii/ aud a number at new/profesipnals 
V s^cn as health aides and community outrej^h workers. CoiisiinieVs are welcome 
W members of the Association. , . ^ 

'A Although I take responsibility for the contents of this testimony, I wish to 
T''a<*!f&vledge -important assistance frqui statements that wore prepared l>y*the 
/ i:hiKiren's Defense Fund, the Coalition for.Oiiidren and Youth, the American 
, ./ Acrfdtfmy of Pediatrics, nndcoUenKueH in the American Public Health Association. 
^ ';/#ince November oMOTO a strong theme for our Nntioii lin.s emerged in, defense 
•.W Jiuman rights. The American Public; Health Assioclatrou apphiuds tliat em- 
^:iT)hasis|Cnd invokes it today in considonifion of tlie.Child Health Asses.snieut Act 
- of lim { H.R. HTOO/S. 1392 ) . ' 

'•■ .Ptograms that address the needs of people are predominantly addtes.smj: 

'*t^ nee*(Js of children. The majority, of poor peoiilo In the United States are cliil- 
' .dren, and there are morcof tliem raised in poverty today than in 1970, [1] About 
fofit.i^ peiec^nt of all minority children aud about fifteen percent of j(ll white chil- 

, dfeif'are r*i.sed in poverty,. Their rights to liVjiltii services hjive been well defined 
fieoflv a dccadp under the entitlements of.tbe Enrly Periodic Screening Dlag- 
nosLs and ijjeatmentf aerogram of the MedlrJiid ameudmVnlji. Medicaid eligible 
, children ar^'tjtKled to services thiit screen for hejiUh problems. ;ind are. further 
entitled to accunite diagnoses aud treatment of nny prol>lems tbat are l<lentifie<I. 
TT4ese''pntitlem«it.s — these huinmn rights — have Itceu upheld* repeatedly In litiga- 
tfon rhj/t ha.s nttt;nile<J ImplenWMitation of-EPSDT. . • 

« -»Tlte nved'Tor.«u(<r'a lyr'Ogrnm is great. More than half of the'children wlio have 
r)cen scprene'(Uia^'e'*>etMKfouud to suffer oiie. or more health problems. Only about 
forty i>orcent of tbr^ft^wblems have been tl-eated even though the most con- 
spb.Mious of them — tlental disease. nutritit)nal anemia. beai;ing disorder and 
vl.suaL defect — are Vendily'eorrecl ible. This cin-umst(ince Is especinllT tragic be- 
cause withont treatment jjH of these fondit ions can'be. expected to lead to lifelong 
disabilities. But. most tragic r)r all. about three ruit Of ev€'ry font children who. 
are- entitled to the seryices of EPSOT have noN been reached by It. 
Poor children are the mr>st vnluerabb' aud jierhaiis the lucwt ueglecte<l peojtle 

' in onr .society. Their rights to health care coutirnu^ to. be largely ftu fulfilled. The 
full scoi)e r)f 'r'hildren*s health problems is superbly docnrijented in the first twenty 
pageVr)f Pn^posnl for New Federal T^ead^rshipMu Maternal and Child Heal t^i. 

■ in the T'nifed States". Office of Cliild Heunii .Walrs. Office of Assistant Secre- 
* 'tarv for" liealth. DHRW. November 1. J070. ' • " 

. flie probabh' advent of hal ionar-heaUh insurance in the yeary Immediately 
ahead ret|uires that prior. at^eiitioi» be given to si ren^thenifig health, services for 
*<-|iib)n'ri. I'nless sjtec'ial provision is niadr for (-hildren. tlit\v *\U1 jjret.> pnslie<l to^. 
tlVe end of the rpiVue wiien they are i^icorllnratcd into service orHnancing systems 
ab)ntf with their eblers. 
^ . Hnt niftre.thnn delay is involved: the natnre and scope of health services that 
child reu rWjnire are different from what tltt'ir elders* expect and require.r2] 

Tlie experience of other nations i.s-rt>IeVant. When ,liniversjvl health insurance 
wns^ introduced in^Quebec, the number of, physician visits per person each /ear 
■'rcniaine<l constant-^bur, were shifted froiH tlms.- in liijrb ti» those in lower income 
urr>ui>s. I5ur di^turlaugly eiioiigh . there wa< n drdine of about seven per cent in . 
pliysb'innvvisits for ajies^'^nndrr 17 v(>;iv-s. Kn'uMliht' ('oncbides that the decline 

■ '-may reiler-t- imibility (►f ' the age gr-'oifp t-o (MMiipere for services*'.! .*)] Chjldrcn in 

■ another prr)vince of Canada (NewfcMindlan.fl inVrl I^abrador) Were iirotect(»d^ from 
su<-h crowdini: ont, A children's heabji/service was establisberl . there iiirt^^r»8. 
Later when aiiea Uli.iiisnranr'e pro;:raii» was' established- t*or all a;:es. special^ne-- 

■ fits' for children were retained. [4] .-..r^ . ' ' 

Ker'enr e\p(»riemu in Tiritain is even more <-r>nipe1Ung, AVhen the XaH^"''^! 
' nealth Service was enncted in 1!)!*^ pn-vcntiv*. servit es. <'onsisting most- con. 
spu-uonslv of primary healtb^'are to ni' iliert; mid children, were sepanffely main-' 
Jalned under the Local Health Aurhr>rity. A'tnuch odmireil feature pL'..this serv- 
ice nas TheAv()rk nf speci:ill\ rrnincd nurses. Uii.r.vn Mea\rlj ^'isirrtrs. In 1U7\ 
ail health sen'ir-es were uierj^ed nndei-.a uniiied authority for the sake of.iiite-. 
irratiif^r precentive anrl cnrjitive medicine aufl lu'ovidinij a single door of access 
Mnouu'b flie otlices. of general prnctifioners. A rOi>ort pjblislied in December. 
l'J7r. bv a government r-ouifnitlee rui il'^hild Health Servi<'es stages that since nni- 
tlr'atioii ", . . families wi.thyounj^ cjiildreii have bad less than fheir jircvions share 
of-the liealrlr visitor"' .tiriif*. juid tJlis is a development. y^'e should like to see re- 
versed*.', [."^l Special provfj^on mn.^t be for luvilth servieesJib" cliildren ; the report 
nrces timt those provisions be made. once agahi in Britain. . 
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In this country \v<' -i^'obllk^d totievelop s/s'tenis care that lej^itiiiiatciy 
derive out or Ame/iniiimatftiltl ons : Imt we /re not obllped to.Tfepeat the niis- 
taJies of others nof of oUfJywu ]>jifcit Special /rovision must be/hiade for health 
services to children. , / ,A. r / 

The CHAP program as currently proposoG Is not au adctiu^tt' respouHe to the 
health problems of childre^f. The APHA siippbrts the. conccpt/uuderlyinp CHAP : 
the most timely avenue yior in;,>;*ovinp ifealth services t(/vhildren rests with 
extending and Improving It reureserits/a powerful entitlement for chil- 
dren. Its f^if^ire.s of Implemema :ion ar/'corrcc/table umler stronger .federal sup- , 
port, techij^fei assistance, standard soCting arid eu force jiient. 

('HAP J*w|*lif£^ate/expUclm^ Hiiit /ts piirr>(>se is strynurr tlmn health assess- 
ment; it i^mjPW^kAo i^t^odu(•e^evft^y Vhiltf into a coninniiiity based health care 
system— p^p|l)r I liri vat <^nuit wilf provirte cinitUiuing priiimry aild preventive 
health care^, afe^ tg^ at full nyfcg^ of/diaguostic, curative and rehabilitative 
ileal th seryiccs as nmy he required 

CHAP eases' some eligibility hre<piirMnents now i'xlstint; under EPSDT for 
cliildren under six year.s/fff age. /)ut discriminates against tht school age popula- 
tion and fai|,s rr7(-r)ver/ulrtHliciillNAit'e.(l^ AVi' urge that oligiluliiy be-nunli- 
fied to fncUah' all chilUren aiidA'^uth /i) to years of age who meet the financial 
;requii'f^nientsyTor cas^^assisttynce. CViildren sljouhl not be excluded if.famlly iu- 
com«*.falls w/thin tn^level»|ff %velaire eliglbiriry evtMi if they fail to meet other 
state welfarf re(pi'irement5i:\^ligihnity once achieved shouhl be continued for at 
least lAclve Tuon/h/ after' ii healMi asKessnieut Kven with these revisions eligi- 
bility is seriously /flmlted/ plauy should he lail to expinul eligibilityv to the 23 
million childrei/.Mving ji/fauiil/es that are supported at less than 150 percent 
of poverty leveLs/ Anil ,e"wn this step should he regarded as an* interim mfeasnre 
towards the"^'H&">ility W all ewililren anil youth. The healths needs of all jpeople 
over i'tT) years /if age/iA^gariness (»f their economic resources, were addressed 
iiiider Mecllmiyc*: children arc the next population group whose health needs 
sri()!ild be n»j^ti/iudPDj)lthllc resp()asibility; . 

Tlie beneiMprbvldA under Cn.\I\ as it is aow pr(»[K)sed. exclude certain kinds 
of trcntiutmtA'aiid /•/clKle care i'nr cliildrcd/' suffering froui certMin diagnoses, 
namely m^mal iiiue/s. mental retardation, ai/d devebipmental disabilities. Treat- " 
meat for/ thesf disorders.' as weH;.as all apivbpriate preventive health scrmn^s 
including prefentl/on oJ dental cartes. ^shouldVie restored. Dental care shoiduvhe 
providedyECPprtaxo disqualify certaiirccaiditions or diseases will foster circuW 
ventions7in snthf instances, and discriminatory prnctices in others, and wfn 
fmp()se i^pe.nslv/ ah(l uuneces.*jarily eornplieated ndnijnistrative ('(mdltions. MauX 
/tdiihireri will' siijlrer needless neglect, rnsatisfacto'ry early experience with acV"'»i- 
•;^lstratir/n of Crfppled Clijldren's services in simte states that ret]uired eligiide 
cidldr/n to he/'nf /TrmutVuiind** is relevant. When eligitiility requirements, were 
• lit^(>rt^i/.e>j. th/"a(1\ustln«>iits'" ()r l.«). s/-(ifes h«M-;tiiie j[<^s urgent. 

TMn^ shoj'ilrd l>e uo linnl.on 'lie nj!min':\ni* iiM't|i<J#!y . indicated visits : data dti 
nofcjwupport /an expectation tii:tt children will vi-it hen Itii .service .providers 
iniiier'C'Ssarilfi*. • 

T/niforni federal standards of care should be ndopted. similar to those whirll* 
ha/'e j>een /ecoinmended by the .Vmeric:ni .Vca'ibMny of Pediatrics. Performance 
7nidn fds /t^inuld be adopted to assure tliaf* :i rc is-onable proportion r»f eligilde 
^ (•fiildrca in each state are readied !>y services that ronform ft) defined stnudard^. 
state*s/f;iilure "to meet iffnudnrds of p'orfornuuire wWU minimally acc*'pt:ihle 
I'lUtcoujes sbrmld be penalized not.iis m>w proposed, by wit It lie] ding funds that are 
/specifirally identified 'with servir^es to ptjor pet)itle. but by v.'itlihobUng a T»nrfiOn 
/of tiie stare's revenue sharing fnM(N\ H:itT*>iiMle ean >'e deveb>ped for this action 
nu nieli.<rsrs that a ijuuiher of tVdiTnll.x; fhianerd procrrnin^, mnny of them targeterl 
ns iiealth services for. poor pe«>pH'. (U'e curttnled in fjivor of revenue sliaring in 
exper'tation that stntf's wouhl assume and extend services that had previously 
been st>oiisored l>y federal goverjiruent. Where iienltii seniles nre demonstrably 
defirient the states may riLdiffufJy be cousid*»red to have failed an obligation that 
u as- rninlfeit In the principle of revenue sha;-iug. 

/*nAI* should pr.ovitle f^O TH'rcent reil^^rnl reiuiliurscmeuf of state ex'pouditures- 
for. services. iM'ecr'deVit for tliSs level nf matcbir.g derives from </mie other nsjxM ts 
if Medicnid. Additiorial fcder^r funds -lw>]ihrjM* uiade^ aVjiibilile to develop 
res'imve^ M»a^ are rerruired t.o.linpleMieiit. ( 'I fAI*. •/ , 

'i'bo American Public PJealMi Assneiati'Ui's irrea test emplia?is with regard to 
(^ITAP c"i»rerns resriurce development, especially in the n'lrencies of government ' 
• at the h»fal level that r-arry grt-atot >'c^TM;i>sili:lify. Tor iuulcmiaiting the lirograin. 
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' Nearly 60 percent of hU healtb aswssmenta that were performed • tinder J^PSPT 
we?e' ren4re<i by local heUlth desortinents. Those s^^eSv^-'J of them I^a.W 
M^iCh r^y^^ on heaUjjidepartin^ts for screonyig r^ach^a 

IwpoA^ of lirgiWe chridren ttiP|teo8e staffs that relied o'n multiple provldei^ 
/mm0 chiidrSjw^ho w«r^ foun^ have heklth problems by FPSOT w^In;^ 
4: wer7pnt^bfle<iiiefitly «ntflled in progmma of adequate diagnosis ffndj^eitnhent. 
E^nce* haft pot been iweswitwi to rnggest that these faiUngs o^cuFred anrmore 
.crtif^only after screenlngin health departments than in privatelphyslcians oflBces 
ofria hospital clinics* " v ^ / , ^ 

Vcertainly anV chdld wto.TeceiVes health care from a W^iA^/J P^"^*^^^^^ 
//elphhorh^ood hValth center, physician, or .special Project of 'I^«eJ^--sh"ttld n^ 
Jhave the cnre intern^ in order to partlrlpntc i.n the services, of n health 
/ department clinic wl*re there has been no pfevipas coptaot. But iarpe numbers 
. of poor cUiMren rec^e Ho services/ apd their care ultimately fallV a /esponsl-. 
y'r blUty ot-ihe local health department Jlegmlntory m6del8 simply db not exV^t to 
/ " assure that pHvate and voluntary providers can be inade eqnltably ;to J»non^t le 
^ ^<»iit<«em'#hfs of all children to health servicej". The fulQllment of th^ entitle- 
I meftt8--the piaranteeif that human rights will be l^onored— fnlls liltimntely as 
-'y an obligation of .government. In matters of health service thnt obllgn^Ion Is best 
fniniled by the public health service agency that functions closest to most people— 
'* : locaUhealth departments: ^ ' " ^* _ , . 

►At len«?t three Hmes within recent yen rs federal government hns nttemPted to 
Iiiploment massive programs of personnl henl^h servli^e. without devrfophig the 
, resonrres of Implementation^. FamllV plnnnlng. ImmuniznHon ngainst Infljfwi5?n, 
hrtd hen Ith screening for children nlhmnde nppronrlnte nn(l extensive use 6fj>ri- 
vate and volnntnrv providers. But ultimately the guarantor for those servioe^J— . 
the asstiranre that every fine would renched— rested with lo<<al health .dennrt.* 
meats Tn nil Qf.tTiese proKrnnis h**altjh dpunrtjumts ^nrried Mie crrpntost hnrfl«n 
of sarvlre. Jnsrifnr ns tlip progrnm« fnlU^d .the fnllures shonhl l>e ;itrHhiitoO'tn n 
false eTpectntlop that lornljioalth depnrtments cnn expnnd perforuftince wlllibnt 
. expanding fh^irttles nnd staff, th a^fgregate benlth departmcMUf^ repr<?sont -the. 
potontlnl for t^fi effectl^^ health se^-vice.Infrnstructure thnt rnu nssure thnt e-very 
- person is rencKed with es.«*^ntlal primary cafe. . ' , - ° *: 

^ In nn OTcellent 'rerentlv publishe<l book jon prlmnry benlth cnre ( LOwIs, Me- 
chnnle and Feln > the srat^irenl^ is-nindp thnt ml<^«nv\t,e flrs-t contact en requires 
. "? at a mhiimnm : insuring. nf^^^Hsnry inimnnlzatlon, providing prebntnl and child 
' carlfanfl monitoring OT-ArflU H^ilthiVPcdA These ri-nniromentf nVe welUwiMiir. thp 
napabllltv of at least one^fourih of this nation's 1.700 ToraJ henltjr departments.^ 
fTj CHAP should be used ns n' device frtr resource development thnt would punble 
ofher he/ilth departments to develop such n cnpablllfy"wherj»ver there n re children 
.who nre not adeqnntely served by existlhg health cnre providers. - - 
jaome datn on health services for children Is timely. . ' , . ' . 

In 1075 one ont of everv four Amerlnnns received some per.sonnl lienlth sen-ire 
from lonnl health depnrtments. P.y "fn r* the birge.^t population .wvcvl wns chilr 
dren. [8]. ' " c ^ " » , --^ , 

In some censiis trncts as many as 80 percent of nil children renelvetheir per- 
sonal health' rare from well child stations or .<?chool henlth cjlnlrsi thn,t fuuctloji 
.progtama <>f locni health depnrtments. fOI Tn tjit least one statr^ .^0 .porp'>n^ of p1! 
children receive* whatever henitli f^nre tliey get, exrcnt n^t^m<»s of hospltnliyation 
which' Is rnre among children, at the cllnfcs of tocnl henlth dopart^tiients. riO| 
Althongh the avallnblllty of MetHcald reduced the economic barriers betueen 
r poor, people nrfd henlth care— nnd Incrensed the tinmber of tlipir vij^Its to hcftltb 
• car^^ providers— Jt did not substantially" alter the sources of lienlth Care for 

children. fUt . .. . ' • 

Only nboutSO'percent-of r)racticing pljivsiciaus will see AFedinald patients 
in at least one state /or which a rpceu,t rer^ort is available f>0 percent of f'e^liatri- 
claiis refuse to see Mf^Icald enrolled children. ri21 ' 

Tl^e most effective public initiative?^ during the oast two derades fftriihproring 
health services to children were Included In thf Neighborhood rompr&bi>Tis:ive 
Health Centers and In the Children and Tonth- and Maternal and Infant Care 
projects of title V. The Department of HEW has cnrtnlled the growjtb of the 
neighborhood health centers and has reassigned the Child and Youth and Mater- 
nal and Infant Care projefts to the states for inclusion In their rrograms of 
Spedffi Projects. By all available meastire.s these programs have affirmed their 
HTectlyeness in maintaining health and in reducing uBpecessftry h08pltall7,atlon. 
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stlrgery, laboratory tentk h^il i'ttiya, Thfe iter capha coHt 
conjprehenslve care. IneliidlnK all adminlstriitive costs, in si 
, more tradlUoiial f r^ jtoented forms of health ber>ic^, These ' 
. * more than toRen demonstratlotts of what might be doueio iu 
to childreiL la .1974^an efitUmated 550,000 cbUdreii Were sf 
an^^outh projects/ and aii estimated 7.000.000 .additional 



sij<^r programs qS 
itanflally lesg tliaii 
rojects reiirain UttlQ, 
>i:oVt» health .<;ervices * 
led by the Clifldren 
hildren, would have'! n 



F5 only an estimated ' 
hial and Infant Care 



^ qualifled for sucMomprehen^ve c&re. [1] Similarly in h 

^ l45^out of hrtW in the'Matyna^ ami infant Care 

projects. tX] Th^nstraipts were^ftxed hy policy and fundilg aLYIi'e f^eral leve^ 
of government. \ ^ . • > r *trucuu levei 

a^^^^L^'^^^l'^?^? P^^val^ng public poUcy jrorjtibrovehient of health 
gei^ices has been to develop at public expenije the re.sourt»eJtnat'are.incon,orate< 

Sf^,«?ifh^°iiJ''*l^,'^'T '^'^^^^ These fesourees iSri^ 

p Itals. technological development, Jrainlag of manpoivter InAuding physicians a^d 
direct reimbdrsement for services. Th§- f,enefits of- this emlh»sis hav^e been ^imr 
vmous; it represents a commitment that needs to be'contiued. But at^ th^ same • 
1l°^f strengthen and ex^anff those i^Jncie^^S health se^-^ 

that i^rform;in the pubUc sec^tor and which a« obligat^ to All the ea^^^^ 
plece-meaHalssez-falre system of heaUh care. • T 

^Providers Of personal health services under public afi'tlfcrity are important for 
children ami arelmportant for the whole spectrum of inJternal an/u hil^^^^^^^^^ 
Hefvices. ^ iitfportance is most critical.^ children Id fammes who aS 
u?l^n//r*^ niinority, groups and poverty level famifes. C^^a^^^^^^ . 
sy^om public provldenj render e^en^i.^e i^rvices pre.senJu dispro^ortlonaKr . 

. den of diseases, di-sabllity and neglect. I i~ ^^"iiuic uur . 

AssmppUon that all health care now provided unaerlpublic authority can^be 
transferred to prh^te provider?* is not justified. \Mdaels ftr regulating priv/te and 
v^ntary providers are not available to reassure, tlmf irtoldistribut on -will be 
corrected^«r that entitlemertt.s will he equitably honold. Manv udvantases 6f 
health ctire under . public authbrfty are not transf^ble tb private S^^^^^ ' 
tor.examp e he . valuable work of n^W profi^.siorialsTs most coh^splcuously^^r^^ 
velope<r in public agencies. Support system.s suclpis oJrRich. cbunseUn^^^^ 
tiou and transportation more readily characterize Duluc systemS of caVe^htf^ 

- private W Efforts to force all poor people into prilite and voluntary' he^ ' 
rl'^h'^f m"^' while retaltiing public , responsibility f f traii^ortation andlft 
reach, wi^ re.-jult in even greater fragmentation ofLm-oJams ami will place » 
burdens on clillArun ^and^all health care agencies an?i)rlvider.s "v 

C ritics 6f* public pro\ii^ion of health services somelimes raise the 
a morTolithic public program. We run a contrary kild of risk— sacri 
well-being of children to a monolithic health service Jlsteni that assured n 

• professional ^)rero^a|>«.s. So long as a substantial lt)ortiou of ;our pon^^^^ 
lives in i>overty. I stihniit that we must provide tile si)ecial support Wstem 
that imiK)verished people require. Argiuiients in fal-or of^a singl#i 
health care-~a .^nibsidized private one which mininJzes ptAilic heiifth 

^systenis— monopoliases resources, favofs a si>ecial prililege, and fostTrs a' nar'fcUv 

• concept of health care. ,1 " " 

The mKlentials of private and voluntary health IrvUv deli vwy s/steiius are 
sfrorfg in the Interest 6f. children's health. They desjrve to be flirth/r Vtre^^ 
^eued, but if concurrent efforts are not made to .streittheii health/services'^-hldi 
**5?.ir""^^»^ by official agenvies of government, Ihenftanoth^r getieratibn' of 
chilcfVen will suffer blighted health. / ciunun ui 

, It is urgent that CHAP be strengtheuetl as a dev 
facilities, technical assistance^ anci standards to 
of limited services iii order that thev mav do a nior 
diagnosis and treatment of a11#chiidreji/r^X'anieal, 

greatest need ftnd greatest i>oteiitJal for expaiisioi| ui neaiu,n proviaer svsteiils 
. ombehalf of children. CBAI> should incoriH»rare prolf'sion fot iwss tliiough fund- 
^^,^nR of federal money for local- health departpients f> develop the services -eces- 

sary to implement fHAP acconling to uniform /laatloial standards Federal 

fund.^ that lUisk through .stjite ami local goverrmieit for-iiui>iK>rt' of local health 

clepjirtmeat.s should nf)t substitute for present fmidlng fnmi*locar sources ^'nder 
^. yw^.se provisions lofal health departments would liot be phidod under federal' 

autliority; they, wouid »>e strengthened in order Jquitablv to achieve snei-ifled 

national health goals ' I'd objectives. 

These recommendauons .should not invite critic 

ments. or a public system of care, will supplant 



3jr getierat 
9 ■ *' ' 
Ice to prcrfide/federal" funds, 
lassist '(|Pganizeii providers , 
ladeciuate joli of- asse.ssmOnt, 
L -depantments represent the 
of health provider .systems 



sm.that local health deptart- 
)rivate providers^ or comr*ete 



.1,<»111. are ^ to f« '^Pg^ "f ,2S?„ iof'tl.t Spor»^^ potpo-/ 

We urge that admrnistration of CBAP be e«^W|«Sea^»",#^W ^XV* 
SSt^^K-t^S^^ 
^"^"J^r v'^Tfef S^al^Sr'S'Act provW^ aithorizatipn fQf government to 

a«:u«te diagnosis and treatment a. Individually requl^^d. 
: 1. America-B^hildren/A Bk-enfen^ial^ss^m^^^^^ 

in^ton. D.C.. 19T6. * _ T^vninntlon of an Bitpanded Public Role In the 

'^i^MaSft provided by Department, of Health Province of Newfoun^lapd,., 
>^r^ nt for' the'Future.. Report of the Committee on ChUk Health Service. . ^er 

IT Mmef C^^ret'^^-'l^VneaUh and Thfeir Directors .In. Press. 

■ - ^'"S"""?^^^^ and Programs of ; 

, -8. Comprehensive HPRS Kepon. »erviw«. e.ai^. Tipnith Proeram Re- 
state and Territotlal Health Agencies, fiscal yeat 197o. Health urogram kct 
IK,rtins System. ASTHO.. Washington. 1977^ C ■ Wrs C. and Novick. JU. 
Sc'reeS ^n. ^e^^^^^S^^f^ Servi.s in a Xow 

^^Tli^^^^"^^^^- Health Department. 

- Hi '^oSiman. et al. "AnUcipated and Acti.al Eff^ts of Medic«ld^n t^^^^f 

clety. PediatricGrand RouimJs. Cardinal (^nnon Hospital. St. Louis. Mo.. 



National Hkalth Law Program, 
Washington, D,C., August 21, 1978. 



Re S. 1392,-the Child Health Assessment Act. 

Michael Stern, * ' ' ^ 

Staff Director, Senate Committee on Ftnance. 

Dirksen Senate Office Building, Washtngton, D.C . * • ^ \, 

D^irSTEEN - The National Health Law Program la a f"PP<^^^^^" f«°J^^ 
by tST^Sl sTrvloefl Corporation to provide iechnlcal assistance to local ^^gal 



" . - ■ > ✓ .• r ' 

Serrlces Program 'r^pre^etbliiAg low Income clients in health law matters. lu ' 
- tbat^capacity. the National Health Law Prbgram has been extensively involved- ^ 
in litigation, legislative advocacy, and administrative advocacy regarding the in- 
adequacies of the present EPSDT Program. While NHeLP snpports- tlie views */ 
expreeaed by the Chlldren*s Defense Fund their testimpny. we believe that 
three points need to be furtber highlighted. . / , ^ ^ 

Problem. — The propQsed^legiiBlation "would still, e^clu^le many children ^htme 
families do not have adequate resources to cover the costs of health care. 

Reconunenfiatian. — Establish federal resources and income levels to assure that 
all financially -iwatedy children will have fi^ccess to needed health care. 

DUcu89i<m,-^fiy- eUmiriatin^f the requirement of categorical linking, many ad- 
ditional children are now eligible for health, asseasments ^nd necessary services. 
^ However, use of state income and resources standards will' necessarily 

' excliide many needy children from coverage. ' 

The HoDse of Representatives hM taken, an important step in establishing a , 
federal iw^pme floor of $4,200 for a family of four. This federal income floor would 
supplant AFDC income levels in thos^ states which provide less than $4,200/ fo|f^ 
fi( family of f^or. In this way, a minimum nationwide federal progi^^m would be 
established. States would still be able to utilize higher income levels, similar tq 
the Supplemental Security Income ProgranL 

Unfortunately, a federal income door addresses only half the problem. Uti-. * 
llzinir stat^ AI^PC resources standards will insure that thouatpds of financially > 
' >eedy children wtll be excluded from CHAP eligibility i» ototravention of the ; 
. stated goaU. of the 'legislation. The children In.aL woriOg^famfly Jo Arkansas 
fawning a home^worth $10,000 would' be ineligible for the-i;5 ml^|j > 0tff am. Similar- 
ly, a child living in California would be ineligible if her jmrents owned a $350 
ref rig^ator.^ In other states, the ownership of a car worth $1,000 Woul4_ deprive 
needy children of CHAP eligibility. While controls «)uld be established to bar 
eligibility for applicants o^v^ning ipajlsi(H>sC luxury cars,. or home entertainment 
systems, such basic resources as a moderat.ely price home, car, or a major appli- 
ance, should not deprive anj>therwi8e needy child from eiigiblUty. ^ 

This problem could be efesily teconcil^ with the need to protect stat^ fiscal J 
integrity by establi«hing a; federal' r.egoure%s flftor using SSI standards. These 
standards have proven workable in the SSI program, and were supported in Con- 
gress as the appropriate guidelines for eligibiUty under jthe Administration's 
welfare reform program. This approach would realize the^oals of a niinimum na- 
tionwide program based on rational guidelines. 

11. 

Frobiem. — The proposed legislation does not /provLde CHAP eligibility for 
families, with substantial work expenses or high medical expenses. . 

Recommendation. — Require the use of applicable AFDC income disregards and. 
require states to implement a spend-down program far CHAP eligibility. 

DiscusHon, — ^The purpose of the^CHAP legislation is to provide health care 
services to children in families whhse income is insufllcient to meet raedical ex- 
pensi^s. The proposed legislation, hilWever, does not consider the aemal income 
available in the fa^iily to meet medical expen.ses. 

Workin'g families mayhave substantial Work-related expenses which reduce the 
amount of money actually available to meet thetlfests of health care. Income dis- 
regards for '^uch work-related^ expenses as child eare and transportation should 
be applied, *iince these expenses reduce the income availaUe to meet present 
needs; 

Similarly, a family may be medically indigent. despit<% a seemingly substan- 
tial income, if the family has medical expenses which significantly deplete this 
' income. Such families should be allowed to spend-down their income when incur- 
ring, medicfil expenses. This spend-down program is already a feature of maity 
state's Medicaid programs. 

/ . nr. 

Problem. — The proposed legislation does not specitically prov'kle for the full - 
range of Medicaid reimbursable services, • 

/Jeootnmendo^on.— States should be require<l to provide- :i full range of 

Medicaid services for which reimbursement. is available r section 1905(a) 

of the Social Security Act. - > * 
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DUcusMion,--yL&ny utatea have cut lack their Medicaid pregratos by Imposing 
limitations on the amount, wcope, and duration of services avail&ble under state 
plans. Often these UmlUtion» conflict with medical necessity, and frustrate or 
even prevent the delivery of neceesary therapeutic carev 

By overriding state limitations in. the CHAP legislation, services can hff pro- 
vided in the most cost-effective manner. Of ten, states ^minate or limit ^rvices 
'which, may reduce the need for more costly services later. A prohibition on «uch 
Umitations in the CHAP legislation woul* lirfp realize the goal of Imi^rpving the 
health of the nation's children fn tfie most coat-effective way possible. 



The fiPSIXr Program has loug 
with antlcipation^ttr the rapid 
tion. We appreciate the opp^ ' 
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need of major overhaul. Wfc l(»ok forward 
Implementation of the CHAP ieglslu- 
^eipate in this process. Please do not 



David Chavkin, 
Senior Std'ff AttorTiey.^ 



iTErraiC3ANS and (iYNECOLOOISTS, 

Washtngton, B.C., August 21, 1978. 



mi t tec on Finliiu'v: 



Hon. Herman E. Talmauoe^^ 
• Chairmdrit Subcommittee on 
, t'.^sr. SCfiaie, Wc^hington, B.C. 

Dear Chairman TAUtfADQE : The AmeriftR^ College of Obstetricians and Gyhe- 
ciitogists is pleased t6 comment on the content and interest of S. 1392. the "Ghild^ 
.Health Assessment Act," now before your Subcommittee on Healt^of the Com- 
mit tee on Finahce. ' . 

The meml*ers of the Colleg^^-t(»tailug nearly. 20,000 obstetricians and gynecol- 
ogistij in the I'nitetl States and North America— applaud yoUr efforts to con- 
tinue a»d expand the health l»enei3tH under, the early and periodic scr'eening. 
diagnosis, and treatment program (El*Sl>Ti. We feel that the EPSDT program 
has made a poHitive contribution to tiie.iicalth and well-being of the'childreri 
served b*' acknowledging the importance of preventive and comprehensive he;ftlth 
care iBy bn>adening the definition nf eilgibility, thereby inblu|H«^ additional 
qhlldreh for participaUon in the Cliiid "^ealth Assessment Program authorized 
by tl^e provisions of S. iaD2.-the SulicommTrtee has moved toward ^achievement 

of thfese goals. ^ , . i , , . .i. * ^ * 

w£ further supiwrt pn)visions similar to those included in the amendments 
to Sj 1392 submitted on Aiigust 15. lW7s. by Senator Cranston on behalf of the 
administration. These amendmentH wouiil (ii)en eliffiliility for participajlion in 
ChIi* to individuals hel ►wthe age of 21^vht> are tiimncially eligible under the 
State welfare or Medicaid standard. The present bill only extends eligibility 
based on income apart from categorical defliritions for those under the, age of 
six^ Adolesence is a time . f j^reat importance, not only to the health, of the young 
peifeon, but to the health ' r hal>ies Ijorn to adolescents. 

?n addition, the College strongly supports provision of Medicaid eligibility 
to/all pregna^?t women who otherwise would* qtmiify, for Medicaid assistance ^f 
thty had a dependent child: By including tln^se women who are pregnant for 
tht first time, \ve will *k» able to S4»rve a critfcally needy population who other; 
vvTse would have no a.^nred prenatal care and thus jedpardize their health 
aid the heplthy deliver>- of their children. These wpmen would, in any case, 
become elij^ble within six to eight months: but it is a critical six to eight months 
for the health of mother and child. Tn light of the KeriOus rise in our country 
of the incidence of adolescent p^egnancy and the heed for assuring these young 
liiothers.of good health care, it i.*^ essential for the Committee to incorporate 
hese amendments into the Senate legislatioi:. We i(M»k forward to the expanded 
Tovisioh of these needed services and implementation of the programs with the 
nactment of legislation currently under your, consideration. 
Our members practicing oli.stetrics and gynecology recognize the importance 
of, and contribiite to the good health care of participating families by serving 
as providers according agreement with tiie appropriate State agency. We do 
have concern, however, with the iangtmge of the bill with respect to this agree- 
ment Speciflcaiiy. our concern lies wiMi the riroviders responsilniity to "follow-up 
to assure the provision of .such treatment" and 'to if.ssure . . . that reassessments 
are performed as required'* (section 1912(b) (3) and (4)). As physicians, we 
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Question ttie feasibility of mandating ttiis'^esponsibility to the provider. In 
. essence, continuation of proper health care can be assured only if the^individu&l 
being ser)^ shares responsibility for tils ^wn health. The provider certkiniy 
can facilirate this action by sHUang lUs services easily accessible and provi^in^ 
mechanisms to encourage cotiilnued participation in the program. In this regard, 
we arge further consideration of this provision within the bill and suggest that 
any new language incorMrated iuto S. 1391! should reflect our concern for this 
followup activity. ^ • 

Agaln^ we commend you tor your efforts with respect to maternqTand child 
health care and would bepieascd to provide any assistance to the Committee as 
this leglslatkm moves forward in the Senate. > • 

With best wishes, ^ - 

Sincseiy, " , 

• Ervin E. Nichols,, M.1>. FACOG, 

" Director, Fr act ice Activities. 



AMKRIC.KX At'AOEMY OF ChIIJ) PsYCHJATBY, 

^ \Vashin(jton, nx\, August 11,1918: 

Hon. Abraham RiaicoFF. 

Committee on Finance, U. 8, Senate, ■ * ' 

Dirksen Senate Offiee Building, Washington, D.C. 

, Dear Senator RiBicoFrr Thje Aniericuii Academy of Child* Tsychiatry. the 
American Association of Psychiatric Services for Chil^fFSi, the American Psy- 
xcbiatrlc AMOclation, the Association for the Advancement of Psychology, the 
Mental Health Association, and the National Association of Private Psychiatric 
Hospitals appreaiated the opportunity "to festify before the Senate Finance. \ 
Health Subcommittee on August 14 on S. 1392. , 

AV'e wish to expand and clarify the resjjon.ses made to you by Dr. Joseph % 
Xoshpitz regarding an acceptable' alteriij^tiw which our organizations would 
consider in order to reduce tKe cost.s incurred if all treatment for mental illncHS, 
^mental retardation, and developmental disability were made mandatory in the 
Child Health Assessment i*rogram (t'HAP). 

Our organizations Ktroqgly helieve that It is cost effective to .include coverage 
.for mental illness in the sapie manner as pb.vsical illness — without exclusion by 
diagnosis. Studies, %uch as tho.se iijidicated in the enclosed summary, show" lo\Wr 
costs for the treatment of phys'ical illness when a<lcquate m^ntai health services 
arc availaMe. ■ _ . 

The House Committee on Interstate and Foreign Coniinerc<» has taken a first^ 
major step in its legislation : it has mandated treatment for children screened and 
diagnosed with mental illness, mental retardation, or developmental disability 
for all but inpatient treatment in p.^vchiatric hospitals. We hope that the Senate 
Finance Committee wiTl go beyond thi.s to insure that all treatment modalities are ' 
available on u mandatory basis. anfh that t'x:clu.sion by diagnosis or type of treat- 
ment will l.e eliminated from S. 1392. * \. ^ 

However, as you rf-*.'o mm ended in the c-urse of tlie hearing, representatives 
from our organizations woulcHie pleased Tm nieet with^vonr staff and. the .staff of ^ 
iHEW to further discuss mental health provisions in the CIIAT IcKiHlation. ? 
Sincerely. 

Vebgima Q. Bal'scii, , 
Exvcutivc Director, 
Ainrrirc n Academy of Child Psychiatry. 

Coverage of Mental Health Xational Health Inslrance Can Be Cost; 
>. Kkfkctiv:-. • - 

Early .studies, such as <if>Idberg; Krantz Locke's, conducted 1965. have 
located a signifiQant factor in the cost of comprehensive health coverage. 

The results of their pilot j^tudy clearly inaicnte that, "the slioct-term out- 
patient' psychiatric lienefit at r,.H.A. <Gro\ip Henlth A.ssociation) was associated 
with a decrease in the utilization of physician and ancillary .services under the 
plan. Not only was thereat d«'creased ntiliza: ion following p.sychiatric referral for 
the .study ^roup as a whoie. hnth with respi" ( f • the numlK>r of persons seen and 
the number of visits made, hut tliis decre.'is«Mi utilization held — to a greater or 
lesser degree — for all sunsepments of the ix)pi:iution studied. . . . There was no 
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attempt to do nny oM-teQ^ AwUy&is In tWs Htudjr, the primary purpose of 
which was directed a^^UsBtton without regard to costa However, an inference 
coald be mUde that the^^oit Mrtnga due to reduced utilization would be reflected 
In tlie-entirebenefltstmeture^thout Betting forth dollar amounta" [1] 

Other studies at Kajte»-Ptt«ianeiite [2], and at the Department of Research 
and StaUstics, Health InsuuDce Plan of Greater New York [»], strengthen the 
hypothesis that reduced utlBitatlon of medical services Is a result of short-term 
dutpetlent mental heaMh benefltft. In prepafd health plan settings, 

adary Ellen Olbrlsclt In "American Psychologist" [4] has prepared an overview , 
of the literature oh the effects of psychotherapeutic treatment on physical health. 
She says, "A question of central Importance In policy decisions regarding national 
health Ihsui^nce laivhether^xt will be economically feailble to cover ^the cost of 
p^clfcotherapy." In reporting the effects of psychotherapeutic programs on alco- 
hol abuse, she notes that, **Personfl with alcohol i^blems constitute a group 
whose medical costs are yery high. In addition tonhelr high utilization of medical 
services, these individuals cost' their employers a great deal in absenteeism an^. 
lost productibn.. Some intererting research has been conducted which suggests 
tliat active-intervention programs not only' reduce medical care utilization by 
troubled persona, but actually result In a pro^t to the employer funding the Inter- 
vention program." \k 6n #1 Aa' 

The Kennecott Copper Corporation has estimated a return of "$5.83 per $1,00 
cost per year for Its psychotherapy program. Impact Is noted In reduced absentee- 
Ism, reduced hospital, medical and surgical costs, and reduced costs of non-occu- 
pational accldent^i/d lllhess.'' [4] [^] 

More recently, December 1976, a study sponsored by Blue Cross of Western 
Pennsylvania, reports that '^overall medlcal/surglcal utilization is reduced for 
that'sul«roup of subscribers who use the oufpatlent psychotherapy bei^t. Fur- 
ther, this phenomenon of reduced medical/surgical utilization with exposure to 
outpatient psychotherapy was fx)und to l>e Independent of age, sex, ortempl6yment 
level (salary versus hourly employee groups L The study flndlngs an? consistent 
with the results of two previous studies. . . ." [ftl > • 

. The Western Pennsylvania study estimates the resultant cost savings relative 
to the cost of providing the benefit, "Since laiM, this population has had access to 
outpatient psychotherapy services through a community mental heaUh clinic. 
However, Blue Cross coverage.for these services did not b^ome available until 

January, 1968. ^ 

The outpatlunt coverage provided fot this population Includes only those serv- 
ices obtained through the local ment$niyglen.e clinic or a similar 'approved com- 
prehensive community mental health center.' >Tbe outpatient services covered 
^Included : ' • 

1^ Group therapy up to 50 sessloiis duriufc^uny 12-montli period ; 

2. Collateral visits with members of tile patient's fafmlfy ; 

3. Professional services mp to 50 visits durluic any 12-month period ; 

4. Psychoactive drujcs. ^ • , : 
Inpatient coverage, which wa- lot limited to the -linic. provided for up to 00 days 
of inpatient care per year. 

Emphasis was oh early, referral and short-term intensive therapy-. Services of 
all mental health disciplines were covered, including those of psychlf^trists, 
clinical psychologists, psychiatric social workers- and psychiatric nurses. The 
first 15 visits for any of thes^ services were coveretl in full. Thereafter the 
subsc^llier was required to m^ke a co-payment of one-third of the cost of covered 
services. The coverage was designed to discouraf^e long-term psychotherapy by 
stipulating that any treat men- given more than iry days following the date of 
the first covered service woull be covered only if a psychiatrist certified that 
f-ontinnlng treatment whm required. Thereafter, this certification had to be 
renewed every .30 days." * 

These benefits closely resemble those advocated by the Mental -HeAlth Associa- 
tion for Inclusion In National* Health Insurance. 

Findings of the^tudy report that *'The average adiilt total monthly costs after 
initiating outpatient psyciiothorapy are $8.!52 less than they were before first 
tnitnatient psychiatric coicjici ( even with the cost of that therapy Included), . . ." 

Flcare I compares the nre-pontact and post-rontar^t experience of adult males 
with that a adult. female*<, '*Of particular jjiterest Is the Indication that adult 
males have the highest pre-contact use of n^edlcal services of any sub-group in 
the sample (costs of $21.00 per month), the greatest post-contact reduction in 
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uae of these s^cen (|15.72). and the greatest redyction ($11^) In tdtal costa^ 
per month after Initiating outpatient psythotherapy." . " 

The California PsychologlcjfSBealth Plan, a statewide, prepaid mental health 
plan offered by a pubUc carrlier/en titles eUgible BqbBcriber;!, and their dependents 
(for a cost of $i00 per family. p€fr month), to obtain benefits from any member 
of a panel of 200 contracted providers located throughbut the state. - — 

The plan Is bassd on the cpncept that the consumer^has fbe responsibility for 
his/her own mental hcnlth and Its maintenance through utilization of Insured 
mental health benefits. The California PsychAloglcal Health Plan emphaslJfies 
eduction of the consumer abgut mental healtt needs, and earlyMntertentlpn, • 
It offers incentives through a system of totalv4i(mifidentiallt3i>.no deductible. 90 
, coip^ymeiit for the first five visits, quality Control and the.ellmlnatlon of claim 

^^Th6 C.P^.P. was first placed In a imall health and welfare trust of 1,000 
employees and their families. The ti'ust had been Insured for 5 years prior to 
'the integration of C.P.H.P. in the benefit program. In the year prfafl- to the 
institution of the (D.P.H.P. (11-74 to 8-75). 96 percent of the total paid premium 
was paid out by the company for medical claims. In the year following (12-75 to, 
^76), 73.5 percent of the premium was paid out for medical claims. Within one 
and one-half years, the "IosstsUo" had decreased to 67 percent. These' figures 
represent an approximate decrease of 27 percent In medical care utilization costs, 

< f • . 

, FIGURE I , . 

COmPARISON OF ADULT MALES AND ADULT FEMALES-^MdSthLY AVERAGES DF UHLIZATIDN BEFORE AND 
• , AFTER FIRST DUTPATIENT PSYCHIATRIC CDNTACT 
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The only component In the trust which changed, over this period, was the 
mental health benefit. [7] 

Research ^findings continue to show the relatlonshlj^etween appropriate mental 
health coverage and reduction of cost of i»hys*r#f health coverage. Nicholas 
Cummings, reflecting on his. studies now In prcK.s, says. "We have found nof only 
that psychotherapy can be- economically included as a prepaid Insurance benefit, 
but also that failure to provide such a l»eiu»tit jcoparHizes the effective functioning 
of the basic medical services, since (K) i)erfent or more of the physician visits are ' 
made by patients who demonstrate on emotional, rather th^n an organic, etiology 
for their physical symptoms.'^ [8] ' ' » . • * 
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Hattonal CeMer for Heahh Servkes ReMarc^^ 
Research Digest Series^ 

mffhe Research Digisi 9m^ is published 5y^ the National Center for 
'THeMth Services Research (NCHSR) to proviil<overviews oMjgnificant 
. research 'supported by NCHSR. The series-deschb^g^ther orirfing or 
completed projects 4irected toward high priorilyH^ealth sfervices 
V problems. Issues are prepared by the principab rmie^t^atprs 
performing the research, in collaboratioa with NCHSR staff, toigests 
are intended for an interdisciplinary audience of healthrAgQ^ices 
.planners, administrators, legislators, and others who.make decMions on 
research' applications. . ' ' ^ 

Ab^ract ( ' - : • " 

;7 -This^ repbr^a^si^esses the impact of federal child health poli<:y under 
Titles y .an^ XIX* of the Social Security Act upon the states of 
Connecticut aiil^Vermont f^ the years 1935 to 1975, and analyzes the 
reasons for x he discTep>rjcy Joietween policy intent and state, execution. 
RescarGh methbds'comprised a review of Congressional intent,. HEW 
regulations, ^tateHegislaifOn, administrative performance, services with 
special reference to urban/rural variations, and EJPSDT. This study 
offers a basis for'^a'methodology fqr policy evaluation studies in other 
states dr. the country as z whole. Findings: federal agencies diversely 
interpreted federal laws: states face^ with uncertain policy, sh|rt 
funds, and external pressures failed to comply even with the^fedSal 
' . EPSDT mandate;; Since HEW failed to monitor its programs, stat<?s 
X » faced no loss' of funds or penaiti^, Recommenddtions: that Congress 
jji^vidc sufficient funding to assu^-v- st^j:]^. cpoperation/and^^ 

si^ie fierformance with-continubus r©iJbl^iti|'systems; that Congress be 
' specific as to populations to be served and services to be provided; that 
administrative agencies be consolidated to avoid interbufeaiicratic 
confiision; and that child health advocacy >groups beco^e^br^ 
involved in legislation and In monitoring programs. , 
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Foreword 



• This report reviews two federally supported child health care 
programs from the original statement of Congressional intent ro its 
questionable delivery at the local level in two states. While other studl|||k 
have documented the variance betvyeen Congressional intent and local 
performance, this provides the in-depth analysis necessary to identify 
and weigh its causes. The particular value of this study is that its 
ifindihg^ and recommendations can be used to assess the prior effects 
of national health care policy as well as to guide the forniulation of 
health care legislation and interest group participation in the future. 

Gerald Rosenthal, Ph.D. ' 
Director 

April 1978 - _ ^ 
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The extraordinary interest in health policy during the past decade 
reflects both pubUc and professional concern. Political scientists, 
long preoccupied with purely theoretical formulatioiis, in- 
creasingly have seized opportunities to test theories m t he - 
marketplace. The public, disappointed in pplitical solutions that did 
not solve social problems, increasingly turnet^ to the academic 
community for answers. Health care, particularly in recent years, has 
been a source of public discontent and academic inquiry. However, 
evidence of public dissatisfaction and demand for action can be, traced 
back as f>r as the Republican Part^ platform of 1912, when nauonal 
heilth insurance was opr of the Bull Moose planks. Academic concern 
gbes back as far ii the 1916 report.of Edgar Sydenstricker and RoUo 
Britten to the Public Health Service designing a National Health 
Insurance program. But the attack on the-process of pubhcand private 

medical care financing and delivery is more recent, and the 
investigation of the policy process, from program inception through 
implemenution, 4s also relatively new. 
' Miny studi«^ have been directed at the policy formation process 
Wherifby public concerns are turned into laws. Fewer studies have been 
directed atthe obsucles, flaws and miscarriages between the passage of 
a law and its implemenution. Yet it is the visible effects of the law, 
sucqpss and failure in (he light of the Congressional intent, that cry,«ut 
for studf. , , V 

* In the case of chUd care, we wanted to find out why there were few 

• • services, ahcWagging examinatipnS and immunizations, despite heavy 

federal investment. ; : 

The path of study led through many interesting ramifications 
' Addrfcssiijg oWlve/to the federal/state interface, the Yale Health 
^ ^ ' -^edmri^f^ renewed the relevant papei-s and reporjs affecting 
': rhikt health ytivitv .and, later, Vermont acuviues 

.- oiCTilP^^ ^"'^ fprmer officials, 

alonj the way. It^was a 

- aisfeiart^^ Of social policy it displayed 



ERIC 



21 



1 



evidenced in the fcderal/sute progckins ^tU cting child health. Neitlier 
ihc conduMon* nor recommendaU^ns can ffc generalized, because the 
Vifonnadon is drawn from only 



findinjp indicate that mp^e fcde 
and better reporting^ would jsieein 
the American people reach some 
way of a child health program; wj 
be reached » conclusions /draw 
tenutive, at best. It seems thai 
health (and child healthf actioris will be 
derived from reasoned cohstruc^bn ariti ju 
The lessons of tt^eise programs therefore oi 



astate^. In any case, the project 
cjE^ncerri more federal supervision,. 

. Until the Congress and 
s to what they want in the 
lis are and How they might 
licy studies can only be 
reseeable future, federal 
crisis genorated and jiot 
icious long-term planning, 
ht to be taken to heart. 
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fpnsensus 
i fhe goi 
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for the 



George A. Silver, M.D. 
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Jntroduction 



In 1972, the Yale Health Policy Project undertook a study of the 
impact of federal health policy on the states. Child health policy was 
chosen as the focus of the study;^nfl two JMew England stat^. Connec- 
ticut and Vermont, were chosen as the site§. The purpose was to 
analyze the implementation of federal policy to explain the gap, often 
noted in the literature, between federal intent and state performance. 
The research questions were: What was the intent of federal child 
health policy; did federal programs stimulate states to carry out federal 
policies; if not, what were the major causes of this failure; and finally, 
which of these causes was amenable to change? . ' 

The rationale for this ambitious undertaking was that few studies 
of this kihd had previously been undertaken. and none existed in the 
field of health even though federal 'involvement and commitment in 
health' through grant-fn-aid programs^ad increased notably «ince the 
1960*8. Such a study could thereby provide valuable information about 
the operation of federal hipalth programs. 

This NCHISR Research Digest reviews the methodology and find- 
ings of^the project. The findings have been presented in published pa- 
pers, project working papers^ and the fir^jl report^ (3) submitted to 
the National Center for Healthj Services Research, which supported the 

: four-year study. Since a report; of this size cannot do justice to so di- 
verse a project, publications and reports are cited to assist the reader in 

* finding original sources. - 
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Methodology 



Ho(M and framework 

' For this study, we adopted a model based on a dffinitiotr of policy 
as "a projected program of goal values and practices." Policy in our 
model is a dynamic process and hence subject to changing or diverse 
conceptions both within one level of government and also through the 
N^arioiTs levels of government from inception and regulation to im- 
plemenution. It is recognized that policy may be fgrihed as much from 
informal administrative practices as from laws, regulations and rules. 
The flow of policy is not necessarily one way; decisions taken at lower 
levels of government can affect those at higher levels. Nor can the var- 
ious leveb of government be considered autonofhous or closed, as the 
model presupposes permeability of governmental instituUons. We pw- 
posed. then, a project which would follow more closely t^e format of 
implemenutioh studies than program evaluations. . / j ' 

To analyze the flow of the policy process requires a detailed 
knowledge of shifting events and actors. To make this task manage- 
able, the Kope of the project was limited to cases which would be 
studied comprehensively. These cases were limited byr(l) geographic 
area. (2) target population. (3) policy content, and (4) the way in which 
impact was assessed. ' . , ... 

. Connecticut, an urban state, was chosen as the original site for the 
implementation study. As the project progressed, we chose Vermont, a 
rural state, as a second site to test hypotheses generated by the Connec- 
ticut study and to verify that we were not dealing with unique relevant 
characteristics. Any state, in some sense, is unique, and in case studies. 
■ eeneraUzations. from a Sample of two, must be made^with a certain 
caution* The case studies provided the opportunity for the careful 
analysis of interrelationships jj^ich would not be available in cross- 
• sectidnal and. survey analyses ilone. ... .u rr^t. 

Children were chosen as the target population because the effects 
" would be easier to;.a?sess when the federal prog«rti was aimed at a 
particiilar population than when it; was more difflise in Ht-^^f 
Tudy of chM heafhvwas jjarticlijfrly compell.rfg. VVe^u«pectpd_ that 
despL the mythical $fimacy of the child in the American child- 
orienteH" society, there was sufficient evidence in terms of the preva J 
inK higher health risks for poor children, that children, and particu- 
larly ^or children; were not getting their fair share in American 



socicty.(l, 27-52) Moreover, health policy toward children constitutes/ 
major social poliqy since children comprise 4(V percent of the United 
States popukaion' Public interest or at least public rhetorical interest, 
in childb-en is high, exempliried by xhc White House Conferences on 
ChikliCT held every . decade since 1909. Other studies on child health 
programs had foc»ai|kon^urveys, cross-sectionaJ analyses, and inven- 
tories but none hl^examined the processes of child healtlji policy 

Many different child health proigrams were considered, but it was 
clear we could not study ail federal programs and policies affecting 
child health. The criteria for inclusion in the study were that the pro- 
gram had to be directed mainly toward the health of children, and had - 
to be broad in scope, affecting as many children as possible. From these 
criteria, two programs, both legislated under the Social- Security Act, 
emerged as the logical choices: 

Title V t Maternal ancj Child Health (1935) 

Crippled Children's Services (1935) • 
Maternity and Infant Care Projects ( 1963) ^ 
Children and Youth Projects (1965) 
. Title XIX: Also known as Medical Assistance, or Medicaid (1965). 

>farly and Periodic Screening Diagnosis and Treatment 
(EPSDT 1968), 

These were the major child health programs of DHEW and ac- 
counted for the greatest proportion of federal funds expended for- 
child healtb and for children served. By 1970, the latecoitier. Title 
XIX, had outstripped even Title V in both dollars and services. (Table 
I) Both Titles V and XIX involved grants-in-aid to the states, but they 
provided also > scries of contrasts. Title V was a system of fofmula 
grants to the state?, and project griants to localities: Title XIX was 
open-ended reimbursement to the states for medical vendor payments. 
The formulae used to allocatt grants among the states were different. 
Title V*aIIotments were delerrnined by a ratio to favor poor and rural 
states with each state requirecf to match federal funds with equal state 
funds: Title XIX reimbursements were made on the basisf of a match- 
ing formula intended to favor poorer states. The categorical fofhiula 
grants of Maternal and Chjld Health (MCH) and Crippled Children's 
Service? (CCS) could ,be considered the foreriinners of health revenue 
stfaHng since their mamdates were broad and they ^ovided wide 
latitude for the states, the Tiile V projects were so socialized and 
> lo^4li«*d that w^ chose to consider their impact pnly in the^oritext of- 
' the larger TitleV formula grants and the Title XIX programs. ^Title 
XIX was a system'pf vendor payments fOr health service^ wKich. reim- 
bursed the states fpr certain types of health services for three 
categories of persons: (I) those eligible for public assistance; (2) those 
categorically eligible whose incomes made them medically needy; and 
(3) aJI financially eligible children. (2) 

; 



^hi both Tulcs V. and XIX. states could choose whether or not to 
.participate. In the case of title V, within a (cvi years of its passage, ail 
^states elected to participate. For Tide XiX, only two states; Arizona 
and Alaska, were nqt parncipating.by:^I072. " . . ^ 

During. the first* year of our study,, we^spent considerable time de-. 
fining quantifiable indicators of impact and t)^itaining data bn them. As 
we learned more about federal-state administration and the service 
arena, it became clear that the sketchy nature bf the/data available 
would not in most, cases provide reliabfe quantifiable indicators to 
demonstrate federal, impact. Moreover, any causal, connection between 
federal policy antf service, or health outcome, could not be presumed 
from any change that appeared subsequent to federal legislation. Many 
. other factors, perhaps not quantifiable, might intervene. Impact, was 
not to be demonstrated on the health outcome of children, but to be 
described through an analysis o\ the state level and service level 
changes which took place during a period of increasing federal invest- 
ment in child health programs. * , 

Four major areas of research became the focus for the qualitative 
assessment of impact; (1) administration and relations among and 
within different levels of governmehti (2) health services delivered by 
the federally sponsored programs; (3) expenditure pat^rns for child 
health, both federal and state; and (4) private interest group, activity in* 
the stales, in relation to frderal policy. We also expanded qur time 
frame to provide for historical analyses of the Title V programs which' 
date back to the ^930s. Their implementation provided the 
administratJlve framework within which the developments, of more 
recent 3Kt^ars m'ust be viewed.' ' * 

Procedures 

'* ■ 

Given the broad framework of the policy process model, data 
gathering was of necessity eclecTtic, using techniques mainly frOm the 
fields of public health and political science. Tvyo approaches, were used 
simultaneously: the first was a cross-sectional perspective^ using data 
collected from one time segment across different areas; ana the second 
was an historical approach for analysis of the development of policy 
and administrative change. Federal intent for titles V. and XIX was 
analyzed first through legislative inrent by /the study of pemgressional , 
I^orts,' hearings/ and .debateSi the Ccmgre^ional -(^uqtterly^^ diM 
.interviews with reteyari.t*,actdrs.* Federal execiitive intent was ^Jieri 
examined through regulations, guidelines, informal Department of ■ 
Health, Education, and Welfare j(HEW) mehios and letters, aAd also 
through interviews with those in the executive agencies charged with 
promulgation of regulations (which have the force of law), and, 
iiliplementation. The distribution of Titles V arid XIX funds among 
the states was also collected as well as whatever data were availabile on 
services provided by the programs under study. The HEW Regiori 1 . 

. ■ . ' . '5 • 



. office provided data in the form pf memos and interviews as to its role 
in the policy process. * - 

State activities were analyzed £fiom legislation, debates, reports, 
hearings and newspaper files; from health anfl Welfare department 
reports on services and administration; and from financial, statistical 
data from the fiscah offic> In addition, demographic data were 
calculated -for the states, including density population; proxies for 
need; such as Infant and neo-natal mortality rater, , poverty levels; and 
jdbtributions; of . l^ealth resources.. As for the federal level, relevant 
actors were interviewed. ^ 

During two summers, surveys wer^ held in Connecticut and 
Vermdnt to assess. the impact of the Medicaid-EPSDT program on- 
health providers andxhildren's service^ and to assess its relation to the 
earlierestablished Title V.MCH and CCS services and projects. T^ese 
surveys included inventories of child health resources in the states and 
interviews with, providers. 

The role of private interest groups was examined through studies 
of voluntary health and advocacy organizations, as' well ai the 
professional associations, with particular attention to the medital 
^societies.* These groups were studied through^ their publications and 
interviews. 

Out of the materials and interviews the staff prepared, a 
chronology of events describing state activities prior to and following 
federal legislatiqp. From the descriptive material,- a series of analytic 
working papers was prepared to serve as mutual information sources 
and for testing hypotheses. These papers and additional materials then 
became the basis for publications and the project reports* 



The ^tattfs of Connecticut aiKl Vermont ^ ^ \ 

Connecticut and Vermont were chosen as contrasts for this study: 
' they are respectively high and low income, urban knd rural, industrial 
and agricultural. (Table 2) J^oligcally, Connecticut has seen continuous 
changes and competition betweeit the political parties, while Vermont 
remained long a Rf^publican ^tronghold. in administrative structures 
. the states 4i^^^*teo: Vermont has f^er autonomous agehcies, andiias 
an. integrated>human resources agency, while Connecticut has 
maintained separate government agencies for different functions and 
even for different populations cutting across functional lines. . . - 

ti ^ However, the two states were markedly similar in 'several 
surprising respects. Both states have more ptiysidans p>er capita than 
the oations^ average and rank in the top ten states for -rper capita 
Medicaid expenditures. Infant mortality is lower in Connecticut and 
. Vermont than in. the nation as a whole, but Connecticut has a higher 
non-white population (6 percent) and sharply divergent mortality rates 
for this latter group. 

' In social F>oIicy, at least policy directed toward child health, we 
found the states differed ^markedly. Vermont has tended to apply 
universalist solutions to its problem;, while Connecticut focused. on 
. assistance only to certain selected needy groups. Thus, the Vermont 
legislature produced more progressive legislation than its Connecticut 
counterpart although Connecticut's fmanci&l resources were greater. 
(3„2fi^When dental services for children were required under the 
EPSJ^program, the Vermont legislature initiated a dental ioAurance 
program for aU. low to middle income children while Connecticut 
served only those required under Medicaid ^nd, in fzitt, decreased the 
seijyices available to children. 77) Administratively, means tests for 
CCS services -were never adapted in Vermont, but were established in 
Connecticut. ■ 

It is not clearly evident what > accounts for these divergent social 
'policies. What accounts for Vermont, a poor st^te, spending as much 
per capita as Connecticut? The usual quantifiable ii^dkatprs, such as 
health needs, health resources, or fiscal resources, do not explain the 
differences. More likely it stems from a self-selected population which 
is more committed to social goals, despite its relative poverty^ and 
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which on idcological/grouncU, performs diffcrcntiy from its' equally 
poor councerpart states^. / ' 

■ -'4 . ' . ■ ■ 

. HiiMt Of fMOfsi policy 

% •j^** Ambiguous" was the word, we used m6st frequently to*describe 
fc3<eral intent for chiw health policy. Some of the confusion as to 
intent can be attributed to^ excesses of rhetoric raising hopes and 
cxpecti^tioDs which cannot be jnet in the practical iniplemei^tation of a 
program. Cbqgtess, its legislation, was the main creator of 
ambiguity, but ibc problen\s were compounded as policy moved from 
. the ■kislauve arena to the executive branch and then to the states and ' 
locauTCS for interpretation and reinterpretation/ 

The stated Title V-^MCH goal of ''promoting the health of 
mother^ and' children" was broad and clcar'in intent. However, Since 
1935, the funds allocated for this purpose by Congress have been so 
low per capita that no observer realistically can expect the states to 
initiate major child health programs on the basis of the additional 
federal funding. Moreover, another goal also underlay the original 
Title V legislation. The, prevailing philosophy among health: 
professionals of the day was to build up health ^sources which were 
liking in the country as a ivhoje.by building up public health agencies. 
(3, 33-38; 1, 3^38) Title V required the establi^ment of a 
single-state agency (health department), to administer the federal grant 
programs. The pubhc health interest groups felt that only fully formed 
public health departments could'carry, but a 'federal mandate tq 
pfomote tKe health of mothers and children. Thus, the administrative 
base would have vo pr^code any^federal attempts to provide direct 
services to cljildren. This philosophy prevailed until the 1960's-when 
Title V instituted projects in selected localities which would provide 
direct services, but these were not of a scope to have.national impact. 
Yet, the service orientation of Title V did exist from .the beginning in 
the Crippled Children's Program, the other niajbr part of the Title V 
legislation. This program required states to identify and treat children^ 
suffering from handicapping condition^. . ^ , ^ ^ 

The potential for Ironflict and xincertainty as to goals'was built into 
the original Title V legislation. In addition, th^ Children's Buri^au, 
Which administered the program, over the yeaVs .elaborated policy 
which was not always consonant with the original Congressional goals, 
imm-ecise as they njay have been.' (3, 147) . . " - 

Title XIX (Medicaid) intent was hedged with restrictions. "As far 
as practicable under the conditions** J n each state, "the states were to 
furnish medical care, to welfare recipients and the medically needy. As 
with Title .V, a single state- agency had to be designated to recieive 
funds. Each state could determine what was practicable for itself. 
There were no obligations in the law if the states chose not to accept 
Title XIX Even if a state chose the program, the procedures spelled 
out in the Handbook o\ Public Assistance (no regulations were 
8 .• • • ■ - 
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published until late in the 1960s) were hot limiting. Moreover, the 
states quickly learned, as they had wixh Piiblic Assistance, that . the 
' federal government would, not enforce its own' rules. Medicaid's 
teO'-yeaf .history, no state had been found out of compliance. The law. 
and regulations were therefore, unclear since st^tps that, did -not 
iconform, even when the subject of Medicaid scandals, were not 
penalized. \ * ' ' ; 

A major confusion of intent iri the Title XlX-vprogram arose in 
1^68 after Congress had added a requirement that each state was to 
provide lis -eligible children under "21 with early and periodic 
screening, diagnosis, and treatment ,(EPSDT). This amendment could 
be read as a mandate for comprehensive care for every 
Medicaid-eligible child. However; the scope of the screening and care, 
, and the definition of the children eligible to receive services were 
hardly meniioffed by Congress in its hearings or debates. Estimates of 
cost were applied separately for Title XIX aVid CCS programs, which 
were also par<* of the amendrir#ents, with no mention of how the two 
" implementing agencies would carry out these pragrarns or feimburse 
one anbther, if at all. Another-amendment req^jiring agreeme/its 
between .different agencies did not clarify matters much. It was not 
clear whether health or welfare would be responsible for the program. 
Moreover/ HEW's^ong delay in issuing regulations confused matters 
more because the ^t^tes began to recognize that 'HEW itself was not 
m*uch interested in enforcing Congressional intent.. HEW, in 
regulations wfiich finallyl emerged in late^ J 971 ,• defined the narrow 
scope of treatment services follaving screening. However, the 
regulations , did not clarify theVambiguitJ in administrative direction. 
To compound matters, in 1972 Congiji'ss. reaffirrhed ,its intent by 
requiring states to inform- ail eligible persons of the program and 
thereby eng^age in outreach serviceis at the risk of incurring a 
one-percent penahy against* st'me AFDC funds. (5, '^0-6^) Again, HEW 
delayed several years before issuing penalty regulations. Thus, in the' 
vcase of EPSDT, HE'W and Congress, e^ch were providing different 
^ interf>retations of Cederal intent to the states. ^ . 

further confusion in intent was created by frequent HEW 
reorganizations. The Children's Bureau, the original administrator of 
thfe Title V prograrns, was eventually dismembered, while the major 
expenditures and services for child heahh w.ere administered under 
Title XIX by the Medical "Services Administration, whose major 
concerns were not children but services for the adult poor Which took 
up rnore than 80 percent of its expiMiditures. ^ 
^ Despite these ambiguities, federal policy intent can be seen as both 
stimultitive and redistributive.- The purpose was4o stimulate. states to 
. sf>eVid their own funds on federal goals and to redistribute funds front 
wealthier to needier areks both within states and aitiong states. The 
Title V program was to stimulate the states to increase their 
expenditures for child health through the required matching 
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m<?5^hanif9m, to bruild health agencies, and to provide services, 
^ ^ particularly for- handicapped children. The Title XIX program yvas>tq 
• .jsiimulaie the States to pay for medical assistance to all persons elifeitile 
'for welfare and for the medically needy as well ^ for financially 
eligible children if the spates clw$e:^e option of inchiding these two 
latter categories, {2, , In addftfon, the EPSDT program was to 
stimulate staW to provide for preventive health and treatment sejvices 
for all children eligible under Title klX andjto search out these 
. children and J^ring^ them ip ;o care. As wi^h Title states would be 
expected increase their^ex^enditures in order to match federal 
grants. ^ . 

Fedeivial plolicy was also directed toward, the redistribution of funds 
amqhg the states. The Title V legisilation targeted rural and poor areas 
and the administrators carried out xhis policy by adopting an allocation 
formula i^ich would f^or states vith these characteristics. T'vUk XIX' 
matching grants als^f favored ^oor states by adopting a matching 
formula which matched fede/al to state funds o^n a sliding scale from 
50 to 83 percent, depending^n the state*s wealth. 
' ' " . Within the states as well,, the policy was also redistgbutive. Title V 
was targeted to rural and poor'i^reas wiiile Title XI>i\ tWough its tie to 
the welfare programs, directed its services to the poor and near poor. 



iM^MC^Were-federjal policies Stimulative? 

Federal policy intent to stipiulate the states coytd result in four 
^possible outcomes: (1^ states could increasg^heir funds allocated .for 
federal purposes*; (2) states could 'provide services required by the 
^ federal politW; (35 states could build up their adipihistrative capacity to 
handle the xederal programs; (4)* prFvate interest groups could be 
stimulated vto participate more in the .state-federal policy-making 
process. . •• • 

Fiscal stimulation. The fiscal stimulation was expected to take 
. J place mainly through the federal matching ratio, although* the fact that 
the Title XIX funds were open-^nded gave the states potential for • 
limitless funding as long as they were^ willing to spiend some of their 
own funds as well. In the case of Title V, neither Connecticut nor 
Vermont appreciably increased its stat^ funds for child health when 
it be>gan it^ programs. Sin<^ both states were already supporting 
child health and, crippled children's services before 1935, these 
progframs were used as the matching funds to^obtain the additional 
federal funds. (3, 575-5/6) Federal administrators never examined* 
.closely hcyv the states arrived at their matching fund figures. (6) Today, 
. i^his practice is so ingrained that state matching in Title V formula funds 
is only an accounting, procedure. Any persor/nel and activities in state 
and local health depkartments which are ill /the field of child care all 
qualify as matching funds. The mininial stimulation effect of the 
» • matching requii;ement may be attributed pdi tially to the fact that -the 
10 
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overall state child health' programs represent only a small fraction of 
the sl^te budget. (3, 5/5-5/7) ' ' 

In the case of Title XIX, earlier researchers had found jthat, no 
stimulation effect had taken place. Our study (7, 13) indicated that 
Medicaid og)enditures from state and local sources cotild be explained 
mostly by fafctors such as fiscal capacity and urbanization. The federal 
matching ratio of between 50 and 83 percent did not proVide strong 
incentives for generating state fiscal effort. Yet, both Connecticut and 
Vermont, despite this lack of incentive, increased their spending for 
Title XIX. Between 1^68 and 1973; Connecticut's Title XIX 
expenditures rose from $58 million to $119 million while VermonVs 
rose three-foid from $8.6 million to $24 million. Thus, although the 
matching ratio did hot of itself stimulate spending, the availability of 
federal funds did stimulate Connecticut and Vermont to increase their 
expenditures for health services to the poor. 

Impact on services. T^ble 3 shows that both Connecticut and 
Vermont experienced *a decline from 1940 in the proportion of the 
population served through well child clinics, and an overall decline in 
MCH direct services. (Data were not available for the years prio^r to the 
implementation of Title V 'in 1935.) In the CCS program. Vermont 
consistently provided services for at least that proportion of the 
population that might l?e considered poor and near poor while in 
Connecticut the proportion of children 'served declined to far lower 
than the proportion below the poverty level. (3,220-225) 

Over the years, both states had been providing fewer direct 'MCH 
services and Connecticut alone decreased crippled children's services. 
If the original intent of Title V was mainly to build up' an 
infrastructure to assist in child healtfi services, then the services should, 
not have declined, as they did, longvafter the structure was in place. We 
concluded that the goabol services, although not explicit in the Federal 
intent, was one that was accepted by the states, at least in their early* 
implementation. The later move from direct services must be 
explained by shifts in state views 6f the role of public agencies toward , 
.the private sector and particularly their reluctance to compete with 
physicians whose numbers greatly increased during the forty-year 
period under study. 

In Medicaid and EPSDT programs, the numbers of children 
served in both states increased over the years. Unfortunately, dkta 
were reported separately for the two services so that there may well be 
duplications. Table 4 shows the growth of these services and the 
Increasing proportion of the population covt*red. Prior to EPSDT. 
almost, all these services were for acute episodic care. ^PSDT was 
intended to bring the children into regular and periodic care.. 
However, we found jn both states, tttat many of these EPSDT children 
had been served earlier through free clinics. (4. 8) Moreover, screening 
services were likely to be ^highest in those two'or three areas where 
states had established Title V projects..- 
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The EPSDT services re|)orted only screenings. Neither sUie could 
document whether children who were screened and needed treatment 
were- followed and received the required care. Moreover, the^'states 
reported .each screening a separate child, so that an infant who 
received several screenings in a year woi^ld be counted several times, 
. inflating the number of children who received care during. the year. In 
the case of Medicaid-EPSDT, the program, rather than competing with 
the private sector, provided reimbursemejit for it without interfering 
with prevailing private patterns health care. Nevertheless, for 
ESPDT, both states exhibited reluctance to proceed wit^ 
implementation of the program as evidenced by the low proportion of 
eligible, children who received services, duiHng the first two full years of 
implementation, fiscal 1974 an^ 1975. The particular forniat of the 
Title XIX grant system was a weak instrument to stimulate the states to 
increase services (4» 2(?-2/) 

Impact on administration. The federal requirenr^ent tadesignate a 
single state agency for both Title V and XIX programs strongly 
stimulated, the development of state administration. This 
administrative device required, changes in state laws. after 1935. to allow 
health and welfare departwnts to accept and administer federal funds 
upder Title V and the welfare titles of the Social Seciirity Act. 

Under Title V, Connecticut already had its .Bureau of Child 
Hygiene which cfiialified for MCH fiinding,' but it had to* create a 
separate crippled children's division.. Vermont reconstituted an MCH 
unit and brought ip a privately-funded infantile paralysis division as 
the basis for a^tate crippled children's division (3, 239-241) Tbje funds 
werp then used to build up persbnnpl in the two divisions. 

*^he single state agency requirement had affected welfare agencies 
in the 1930s and had permitted them*gradually to take over the welfare 
functions of localities. (9) By 1965.' the welfare agencies in both 
Connecticut and Vermont had grown considerably. In Connecticut and 
Vermont, as in most states, the welfare department was designated as 
the single state agency for Title XIX. (A few other states designated 
health departments.) Tha stales look on little administrative staff to 
carry out Medicaid. By 1973, Vermont had one' staff person* and 
Connecticut had three staff persons administering a program of $24 
million and $119 million, respectively. Thus, even though federal 
matching funds were available for administration as well as for vendor 
payments, in contrast to the TiiTe*V programs, sta<e Title XIX 
programs were, if anything, underadmiiiistered. This problem became 
particularly evident when the states were required to carry out the. 
EPSDT program, the paperwork of the officials at times seemed to 
overwhelm them (10, 3-19) Even though federal funds were available 
with the ysual matching by the state, states did not take advantage of 
these funds to biiild up' their managerial capability for these large 
programs. In this case, the federal stimulative policy did not work. 
12 
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The single-state agency requirement turned into its own kind. of 
administrative headache for the s^atei as it developed state agencies 
%vith overlapping functions. States were not allowed to consolidate their 
MCH ancf CCS divisions until as late as 1974 even though the divisions* 
functions overlapped. (3/ 2S9) More confusing was the overlap of 
functions where the. welfare departments had to provide for services 
under Medicaid, and then for preventive health services for children 
through EPSDT. The health and welfare agencies were asked to **enter 
into agreements" but the agency with the service capacity (health) was 
not the agency with responsibility (welfare). Federal policy stimulated 
bofh health and welfare agencies to develop Overlapping functions 
within the siate.(S) ' 

Impact on Interest group8;/rhe 'existence of federal policy, 
partictflarly in crippled children's services and EPSDT, stimulated 
interest groups which used the federal policy as a focus for their 
activities. In Connecticut, associations were formed on behalf of 
children with cystic fibrosis, cerebral palsy and cardiac disease. Within 
a few years t lie state legislature required that these diseases be included 
in the state's coverage of its crippled children's program <3, 25i), In 
Vermont, a public interest group lobbied successfully for a dental 
insurance"" program for children at the time that the state becajne 
required to provide dental care to Mcdicaid-eligible*thildren. |4, 
16-17) . • 

Poverty lawyers working on behalf of Medicaid-eligible clients filed 
suits to oblige slates to implement federal law and provide preventive 
health services to children under EPSDT. Such suits were filed in 
Connecticut and Vermont as well as nine other states by the end of 
1974. These suits indicated that the existence of the federal law was a 
stimulus to the interest group which provided a secondary stimulus to 
the state to comply. The resolution of the suits also showed that courts 
were willing to intervene in issues of positive government programs^ 
the state's deviation from the standards set by the statute w4s 
sufficiently gf-eat. Moreover, state agencies submitted willingly to 
judicial orders requiring specific admir>i^trative actions. (1 \/44^5; 8,. 

The state medical societies reacted strongly to the implementation 
of Title XIX but .were less of a secon\iry stimulus to the state than, a 
hindrance. Their concerns centered very closely on the quesdon of fees 
and reimbursement. In Vermont, they succeeded in having the' issue 
settled privately and getting their chosen type of reimbur?iement. (3, 
381-387) In Connecticut they were obliged to enter the public arena to 
achieve a usual and customary fee system, only to have it rescinded by 
the legislature within d year because of its high costs. (3, 391-394) 
Through their societies physicians were a secondary sumulus to the 
program by tiiistigating T^es which phy sicia ns would accept. The 
physicians wquld-thereby be more likely !o care for Medicaid patients, 
facilitating im]plementation of federal \}o\\cy . However, when 
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physicians did-not receive the fee rates they Wanted, many, particularly 
in Connecticut, refused Medicaid patients. , / 

The stimulative effects of federal polidy were very different for 
Title V and Title XIX. Title V did not stimUlate the stated to increase, 
their funds for <lhild health services, nor to increase substantially those 
services themselves. The federad policy did stimulate the states to build 
administrative capacity in maternal and child health. Title XIX, on the 
other hand, stimulated state Yunds for medical vendor payments and 
services, but did not stimulate states. to build administrative capacity to 
deal with these largtf programs. Both' Ti|le V and Title XIX stimulated 
interest groups acting a^ secondary stimulij particularly to enforce the 
implementation of federal intent. I . 

Was federal policy redlttrlbutive? ■ 

Federal allocation formulae were intended to redistribute federal 
funds among the states to favor poor and rural states in the case of 
Title V, and the poor in thfi case of Title XIX. We analyzed this, 
rcfdistnbu'tion, first in terms of the net inflow or defjgit'of federal Title 
V and Xiyi grants received by each state in -relation to its tax burden. 
(Table 5) The redrstribiitiohal patterns differed substantially among 
the different child health grants. Title |v formula grants tended to 
equalize interstate distr;feutipVi; Titl^ V piroject grapts favored wealthy 
and urban states with localities which had the capacity to apply for^ 
project grants; Title XIX open-ended 'funding favored wealthy and 
urban states with liberal programs. (3, 310-314) Vermont, although 
poor and rgral, developed a Jiberal program because of its ic^eology 
and therefore deviated from the prevailing pattern of grant 
distrit^jiution. 

Title V funds could be targeted to rural and poor states^ but they 
did not necessarily distribute equitably for poor persons. However, as 
Table 6 shows, the variation in Title XIX expenditures, ranging from 
$7.54 (Mississippi) to $280.82 (Massachusetts), indicated that the poor 
in wealthy states with liberal policies were favored to the detriment of 
the poor in other wealthy jstates and in pQor or rural states. (3, 
320-321) The pattern of redistributi(>n among states was thus 
inequitable and discriminatory. ' 

Within the states as well, distribution of health resources did not 
follow the expected pattern of federal intent. In the case of 
Connecticut, we> examined the distribution of health resources among 
towns in relation to socioeconomic faciors and hdalth needs. (12) 
Private health resources, such as physicians, were cpncealrated in 
wealthier towns, Federal policy attempts to equalize access through J 
Title V grants and EPSDT funds did not have the intended effect. In 
neither case were public resources such as Title V services or EPSDT 
providers allocated by state administrators to tovyns where health needs 
were greatest as measured by poverty levels. Aid for Dependent 
Children rates and. five-yeai: infant mortality rates. Health planners* 
14 
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were not di5lribuling;j-€Sourcc5 to needy areas, even assuming 
imperfect information/Thus. Jtherc was little evidence that a rational 
planning model was operating in Connecti<|||^ in the early 1970s. 
Rather, a/'bureaucratic politics" model may be more appropriate for 
explaining the variations in the distribution of health resources. 
Planning programs may have improved information available to 
decision-makers but they did nt)t necessarily^ <hange the patterns of 
cfecision-maltrng which resulted not from agreed-upon strategies or 
goals such as equalizing health resources, but from different 
understandings of wh^t the goals were and from differing 
organizational and personal interests. (12) ^ 

However, we should note that at least for CCS the redistributive 
intent for rural services under Title V : formula grants was met. Both 
the states of Connecticut and Vermont placed CCS clinics in 
predominantly rural areas. (3. 208-209) ^ 

Reciprocal impa^ ' 

Since the^ policy model we en\ployed assumed permeability of 
institutions, we found that while policy was moving downward through 
federal-regional-state levels, other policy was moving upwards. Many 
such instances of reciprocal impact t(K)k place during thejjeriod under 

study. . A ^ ' A 

Under title V-CCS programs inUhe early years, states determined 
that all children under 21 were eligible for services, but federal policies 
did not formally incorporate this practice until 1<H9. and Congress not 
until 1968. Although moit states by 1939 appointed physicians as their 
MCH and CCS program directors, this did not become a federally 
required practice until 1951. (13. 55) 

- S'tates influenc-ed federal programs which they did not want to 
implement, the proposed regulations for tPSO:!' published m 1970 
required states to provide tPSDT regardless of. the limitations of the 
state plans. Thus, states which did mtt previously pay for certain types 
of services would have to pay for them under the new rules. The states 
objected vigorously and effectively. \Vhen HEW pubhshed final 
regulations nearly a year later, the scope of re(,uiremenis had been 
considerably decreased to meet state demands. (5. 54) 

States also influenced the Regional Offices of HEW. We had 
selected two states within the same HEW Region to. mitigate the effects 
of differential directives from different regional office^. Instead, we 
found that the regional office itself refiected more often the opinions 
of the state rather than the federal policy it was supposed to 
administer. (14. '^O^/) 

The gap between Intent and performance: policy fragmentation . 

The Federal Title V and XIX programs did not necessarily 
stimulate the states to spend more for child health programs but 
merely to' take oh the federal programs as part of what they had been 
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doing earlier. The federal programs, as administered by the states, 
failed to redistribute services tp poor and rural persons. In addition, at 
least in the case of Title XIX, the funds failed to tte redistributed 
equitably among the states. What accounts then for these failures? 

- ' Ambiguity of intent. Our first finding about the hypothesized gap 
between intejit and performance is that it was no^ always as great as 
purported to be. Close analysis of federal Intent revealed ambiguous 
language and internal conflicts even before the law had I^ft Congress. 
Congressmen with pai^icularistic interests geared toward election-day 
success did hot. give child health policy, whiclvwas of low political sali- 
ence/the care which a well^ought out policy required. Thus, the orig- 
inal ambiguity of goals created some of the gap between intent and 
performance. . ^ 

Federal ambiguity of intent may appear as flexibility, but it also 
left the policy vulnerable to fragmentation by bureaucracies^nd 
private interest groups among different levels of, and between 
differient agencies within, government. T-hus arose the possibility for 
different interpretations by bureaucrats and private interests 
depending upon their own particular interests and narrower goals. 

Intorgovammental problems. A first source of fragmentation in 
federal child health policies came from the multiplicity of 
interdependent governmental levels. In 1935, the states we studied had 
maternal and child health programs similar to thos^ mandated by 
federal law. Rather than expand their own programs, tlly substituted. 
This behavior was made possible by the weakness of the federal 
position and by the flexibility that had been built into the provisions 
for federal-state relations. The state legislature of Connecticut, 
particularly, had never devoted much attention to child health, so it 
was not surprising that the state did not seize the opportunity to 
increase its expenditures for children. 

States had extraordinary disc^tion in how they interpreted Title 
V formula gVants: these funds snould therefore best be vie\^d,as 
prototypes of revenue sharing, ( 1 5, 27 7-257) Title XIX, as a 
reimbursement grant, prevented ^states from collecting federal funds, 
unless they paid out first to health providers. Thus, the Title XIX 
mechanism theoretically provided greater <;ontrol by the federal 
government. However, since states still had discretion in Eligibility, 
scope of services,, and payment fee^THhe program developed more 
according to what the states wanted thari^die federal intent: States 
could refuse to participate; if they participate, they could refuse to 
conform even to their own state plan. (3, 197) The states were 
particularly reluctant to initiate the EPSDT program because of. the 
increased costs it would engender. The federal government had to . 
proceed by negotiation with the states rather than to order them- 
direcdy to implement. Even threats of penalties did not move state 
officials who believed the penalties would never be applied, just as in 
16 ^ . - 
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the case of Title XIX. Moreover, the states were right: Although the 
first penalty recommendations for EPSDT werp handed down ip 1975. 
no penalties had neen applied by 1977. 

Intragovernmental problems. Another niajor ca\^se of 

fragmentation of poFicy was confused bureaucratic assignment. No one 

agency wa^ in a position^ to build bureaucratic solidarity behind that 

policy. This issue was mainly a probl^frr ^n the case of Title XIX and 

EjPSDT. iSince this program prpvided the greater part of health 

services to poor children, this problem was of major consequence. Title 

XIX was a p>olicy that gprew out of welfare legislation, but in fact it was 

health policy. Health and welfare agencies, however, hiave differing 

ideologies, professional personnel, clientele, types of services, control 

over functional areas and hierarchical relations relative to higher and 

lower levels of gpvernment. (3, 194-199) Ideologies of welfare 

agencies prevailed so that discussions of Title XIX more often revolved 

arotind issues of fiscal jprobity than whether services should be 

provided. Welfare i& a field in which the government has a virtual 

monopoly over its functions and the state welfare agencies have 

increased their functional control over localities during thi*, years. 

However, only a small propo'rtion of the health sector is controlled by 

the public sector and only a small projKirlion of these functions are 

controlled by health departments. Table 7 shows the proportions of 

state health and welfare functions of Vermom and Connecticut which 

were actually administered hy their respective departments. One 

should also note thai during recent years, at least in Corwnecticut, both 

the health department and health functions have received a declining 

share of the state general fund. {3, 187-190) * 

•c The federal requirement of bureaucratic ^i^^^^i^^t a 

single-state agency without control over its Function^, area negktilely 

affected policy iipplementation. (3, 196) Although cl6se cooperation 

between agencies had been mandated. under Title XIX in 1965, health 

and welfare agencies were ui\able to agree as to who would payj^hom 

, for what. Cbnnecticut, for example, resolved the issue by Having 

neither agency pay for the other and in fact, no Contacts or cooperation 

developed between welfare and the crippled children's program. (2, 

16-19) ' - 

•» ' 

Inadequate information systems. Symptomatic^ of this 
fragmentation of policy were the information systems established by 
federal and state governments to manage the Title V and Title XIX 
programs. Federal surveillance of state performance can at bes^ be 
termed inept, (3, 244) and information feedback was poor. (1, 82-83) 
There were two problems: the types of information requested by the 
federal government; and the time lag allowed to stales to report' 

States reported children who received physician's services from 
Title V-CCS but not those who received CCS care from other persons; 
they rejjorted well-child services if the state-federal MCH funds paid 
. 17 
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any pari of ihc services regardless or what other sources provided the 
services. Maiching'funds did not have to appear as a specific lii^-itenri 
in the slate budgetis and states nev6r had to document in detail their 
matching accounting fordbrmiila grant funds. Under Title X-IX, states 
reported financing and s^ervices, but no accurate figures were available 
on how many children were actually eligible for these services. (10) For 
Title XIX-EPSDT, the federal government did not require states- to 
report foljow-up care of children screened although that should have 
. been the maith Durpose of screening. Moreover, the state o^ Vermont 
. claimed that children were receiving preventive care from private- 
physicians* through regular Medicaid reimbursement. However, state 
officials were unable to document this claim because their reporting 
system was not equipped to deliver the information. 

The federal govftrr^ment tolerated long delays by the states in 
reporting: nearly twojte^rs in the case of mandatory Title V reports (3, . • 
242), and similar del&ys.in Title XIX, as in Connecticut's failure to 
submit Title XIX reports for fiscal 1975, even as late as mid-1977. 

The information system which should have provided the federal 
agencies Urith information about state implementation, in fact, tended 
to obscure activities rather than reveal them. It may be that HEW did 
» not want to know; in that case, the information system was most 
successful in preventing federal surveillance of the states. 

Sapent^ of child health. The final source of fragmentation was 
the low salience of child health in public policy. For the most part; 
child health was outside the glare of public attention which left both 
federal and state health and welfare 1>ureaucrats a relatively free hand 
in the shaping .t>f the .policy. .Title V had been only a very small section 
of'the major social, policy of the day, the Social Security Act, and had 
. consequ^titly received very little attention; Title XIX had never been 
intended'as a child health program; the EPSDT provisions of 1967 
passed tl^rough Congress as a miniscule part of massive revisio|is in the 
Social Security Act, receiving very little attention in hearings and 
debates. (5, 49-50, 59-60) Orfe could Characterize Title V. andglltle 
XIX as programs without strong constituencies*. (8) Children dm Tiot 
vote*and* since they were poor, were unlikely to have voting parent^/ 
either. * ' ' 

Child health ^s also not of great salience at state levels, as noted 
by the low legislative input in the' bills related to child health. The 
interest groups, concerned with chifd health were themselves 
fragmented into different aspects of a disease or of the policy itself. 
Thus, interest groups formed to lobby for children with cystic fibrosis 
or cerebral palsy, rather than for preventive health services for all 
children. The only 'exceptions 'were the cases of the poverty lawyers, 
but even their efforts Were limited to those children eligible for 
Medicaid services in the 5tate in which ;hey were suing. Their ' 
categorical concern did not Allow them to apply their interests to other 
*pooT or needy children. Thus, the lobbies which migh't have 
18 ' " ' 
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counteracted the effect, of policy fragmentation were themselves 
fraemented or non-existent. . . ^ , ■• , .k- 

In summary • the ambiguity of the original federal intent set the 
scene for the further fragmentation of poUcy. Different federal and 
state Jbureaucrgcies interpreted the policy acc9rding to their own 
needs; health, and welfare agencies vied with one another as to who had 
the responsibility for child health. Quarrels at the state level were sent 
to higher levels for adjudication with no better results. Thus, those at 
lower levels made ad hoc decisions to carry out policy, or as in the case 
of Title XIX arid EPSDT, wljen the policy was expensive.^anjl 
time-consuming to administer, they made policy by avoiding 
implementation: This became easier because the federal government 
did not require the management information that would enable it to 
evaluate the implemenution of its own policy. 

• The one force which could counter the effect of this fragmentary 
process #as the interest groups which, operating from outside the 
governmental process, could intervene at whatever level necessary to 
enforce their own interpretations of child health policy. This process 
could ha^e-beeri. particularly effective if the interestgroup had been 
involved in the policy formation. However, in the c^f federal child 
health policy under Title V and Title XIX, the interest groups 
theifiselves fragmented. Thus, the one potential cohesive force in 
federal policy-making was no{ operating and the policy decisions were 
controlled by those who held power closest to the delivery points and 
who were responsive not to issues of child health but to particularistic 
bureaucratic and private interests. 



V 



19 



9 4 . 



239 

Recommendations 



These findings on the gaps; failures, and fragmentation of federal 
chiiji health policy suggest several recommendations for policy-makers. 

First, on the issue of ambiguous policy: given that Congressmen 
are rewarded not for their attention to Setail but for their espousal of 
popular programs, it is unrealistic, without/changing our electoral 
% system, to expca Congressmen to change considerably. However*. 
Congress can dempnstratf more concern for child IJealth policies by 
assuring, at least, that in hearings and debates, the issues are debated 
and the intent, even if conflkling, is •Voiced. Moreover, even though 
the temptation is always to iW the Secretary of HEW work out the 
details. Congress should consider that some of these details will be so 
'important that they, may change entirely the original intent X^us, 
Congress should be more specific in targeting the populations to be 
served by a particular piece of legislation, the types of services 
expected, the costs, and the administrative framework. 

In intra-governmenlal relation^, particularly in the question of 
health-welfare agencies, we recommend that Congress examine the 
issues of bureaucratic assignment. If Trtle XIX is to remain 
predominantly a welfare program, iied to welfare by eligibility 
restrictions, the welfare agencies will have to develop capabilities tn 
case management in health. In^so doing, they may, in the many stales 
where the Title XIX agency is not the health agency, be in conflict with 
the health agency as to who has jurisdiction over what areas. The 
bureaucratic assignment of a policy to a single-state agenc/^does not 
make much sense if that agency has little functional or hierarchical 
control. (3, /^9) Nor is a health depikrtment necessarily d solution since 
these agencies also have little control even over the public funcjs 
expended for health. Thus, the assignmenLof policies by Congress may 
be crucial in determining whether that policy can be implemented. 
Moreover, interbureaucratic confusion at the federal level spills over 
into confusion at lower levels of government. We. recommend that 
Congress consider carefully either creating new agencies for its child^ 
health policies or requiring consolidations of existing ones to assure 
stronger agencies with capabilities in their own .fields. Thil^ 
recommendation applies both tp federal and ^tate agencies. 

In inter-governmehtal r'elatioris. we recommend first that 
Congress maintain a closer watch on the**execulive branch for 
enforcing its own policies, and seconrdly. that the states be given greater 
20 . ^ 
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incentives to cooperate with federal policies by increasing the funds 
available to them. States, particularly in recent years, have irt^reasingly 
faced budget cutbacks; lo induce states to lake on new programs or 
even to carry out their presenl programs will require positive 
incentives, such as considerably higher matching funds with a 
concomitant requirement of maintenance of effort of present services 
and expenditures. ' ' . ' . 

Fourth, DHEW must develop reporting systems which will provide 
data consonant with intent so that federal officials can know whether a 
particular program is in fdct reaching its goals. Reporting data should 
be monitored and checked on a random basis. In addition, 
' inducements' for improved management should be added for Title 
XIX's child health programs; otherwise, the present situation will 
continue in which even HEW does not know how many children were 
actually served l?y EPSDT and Medicaid combined. 

The final and jnost important recommendation consists of raising 
• the salience of chlfeiren and child health as a. political issue. As noted 
earlier, the legislation we studied had received scant attention from 
advocacy growps. W-hen Title V was passed, children at least had the 
remnants of a lobby from the e^rl^ier heady days when the Children's 
Bureau was formed. However, this influence quickly waned. Duriiig 
the period under study, there was no well organized general child 
health advocacy group, ^he existence of such a lobby is the one force 
that can prevent the fragmentation^ of^ policy as it moves through the 
layers of government and among different agencies. The children's 
advocates, to be effective, hoviever, would h^ve to mobilizejor chijd 
health in general rather than themselves being fragmented as they 
were by concerns for specific diseases or particular jieedy children. 
Such a lobby would have to oversee policy not ooly as it were being 
formed, but also as it were being implemented. 

The experience of Titles V and XIX indicate that even such major 
healt-h policy for children cannot provide care for the intended 
children unless the' groups which should be looking out for their 
interests are mobilized fo supervise that polity every step of the way. 
Policies, do not' happen just because Congress passes a law. Policies are 
shaped by the entire invplementation process. Those who would be 
^ concerned that children rtteive the bestTiealth care through" federal 
assistance, must then supervise that process. ' 
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Currant NCHSR pubUealiont 

• • • ■■.».. 



National Center for H^s^i^ Services Research publications of interest 
to the health cofpmunit'v are available on iif^est to NCHSR, Office of 
Scientinc and Technical Information, 3700 East-West Highway, Room 
7-44, Hyattsville, MD 20782 flelephone: 301/436-8970). Mail requests 
will bcf facilitated by enclosure of a self-adhesive mailing label. These 
publications also are available for sale through the National Technical 
Information Service (NTIS), Springfield, VA S|2I6I (telephone: 703/ 
557-4650). PB and HRP numbers in parentheses are NTIS order num- . 
bers. 'Ptiblications which are out of stock in NCHSR are indicated as 
available only from NTIS. Prices may be obtained from the NTIS 
order desk on request. 



Research •i^eits 

• The Research Digest Series provides overviews of significant research 
supported by NCHSR. The series describes either ongoing or 
completed projects directed toward high priority health services 
problems. Issues are prepai^d- by th^ principal investigators 
performing the research, in collaboration with NCHSR staff. Digests 
are intended for an interdisciplinary audience of health services 
planners, administrators, legislators, and others who make decisions on 
research applications. 



(HRA) 76-^144 Evaluation of Medical (HRA) 77^3164 An Evaluation of Physi- 

Infofmation System in a cSmmunrty Hospi- clan Assistants in Diagnostic Radiology 

tal (PB 264 353) (PB 266 507. available WTIS only) 

(HRA) 76-3145 -Computer-Stored Am- ' (HRA) 77-3166 FiG^eign Medical 

bUUrtory Record (COSTAR) (PB 266 342) Graduates: A Comparative Study of State 

(HRA) 77^160 Program Analysis of Licensure Policies (PB 265 233) 

Physician Exterider AJgorithm Projects (PB (HRA) 77-3171 Analysis of Physicicu) 

264 610. available MTIS only) Price and Output Decisions (PEf 273 312) 

(HRA) 77-3161 Changes in the Costs of (HRA) 77-3173 Nurse Practitioner and 

4 Treatment of Selected Illnesses. 1951- Physician Assistant Training and Deploy* 

1964-1971 (HRP 0014696) ^ ment (PB 271 001. aii/ajlable NTIS only) 

*(HRA) 77-3163 Impact of State (HRA) 77-31 77 - Automation of the 

Certificate-of'Need Laws on Health Cay Problem-oriented Medical Record (PB 

Costs and Utilization (PB 264 B52) ^ 266 661) 

' . 29 
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Tbe Research Sumwmry Series provides rapid Access to significant 
. resulu of NCHSlUsuppoited research projects. The series presents 
execufive suinmaries prepajrd by die investigator^ aHhe completion of 
the project. Spedfic Bndings are highlighted in a more concise form 
than in the final report. The Research Sumaum Series is intended for 
health services, adminif^tnaors; pianners, and flper research users who 
requife ^recent findings relevant to immediate problems in health 
serviced. 

<HRA) 77-3162 Racsfftt Studies in Health (PHS) 78-3183 Recent Studies in Health 
ServFces Research, Vol. i (July 1974 Services Research, Vol. II(CY 1978) 
tfrajgh Decwrnter 1976) (PB 266 460) 

(HRA) 77-3176 QiiaMy of ly^edicai Care 

Assessment Using Outcome Measures (PHS) 78-3193 Optimal Electrocardi- 
(PB 272 455)' . ography 
\* 

^ Policy RMMrch 

The Policy Research Series describes findings from the research program 
• that have major significance for policy issues of the moment. These 
papers are prepared by members, of the staff of NCHSR or by 
independent investigators. The series is intended specifically to inform 
^those in the public and private siectors who must consider, design, and 
implement policies affecting the delivery of health services. 
(HRA) 77-3162 Controlling the Cost of 
Health pare (PB 266 865) \ 

R«M«rch Reports ^ . 

The Research Report S^es provides significant research reports iit their 

entirety upon the completion ^f the Dro1e<^ Research Reports are 
' developed by the principal inVe$tigators who conducted the research, 

and are directed to selected users of health services research as part of 
. a continuing NCHSR effort to expedite the dissemination of new 

knowledge resulting from its project support! 

(HRA) 76-^143 Computer-Based Patient (HRA) 77^184 1960 and 1970 Hispanic 
Monitoring Systems (PB 266 508) . Population of the Southwest by County 

(HRA) 77-3152 How Lawyers handle. (HRA) 77-3168 Demonstration and 
lyiedical Maipractice Cases (HRP 0014316) Evaluation of a Total Hospitah l|forma(k>n 
(HRA) 77I3159 An AnVysis of-the System (PB 271 079) 
Southern California Arbitration Project. (HRA) 77*3189 Drug Coverage under 
January 1966 through June 1^75 (HRP National Health Insurance: The Policy Op- 
0012466) tions (PB 272 074) 
(HRA) 77-3165 Statutory Provisions for (PHS) 78-3204 Experiments in Inter- 
binding Art}itration of Medical IMalpractlce viewing Techniques: Field Experiments in 
. Cases (PB 264 409. available NTIS qnly) ; Health Reporting (PB 276 080) 

Ratearch Managements - ^. . 

' • " '. 'f— 

The Research Managemint Seriel describes programmatic rather, than 
technical aspects of the NCHSR research effort. Information is pre- 
sented on the NCHSR goals, Research objectives, and priorities; in ad- 
dition, this series contains lists of grants and contracts, and administra- 

30 ■ • , ^ 
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Uvc information on funding. PuWications in this series are intended to 
bring basic information on NCHSR and its programs to research plan- 
ners, administrators, and others who are inyolved with the allocation of 
research resources, 
(HRA) 76-3138 The Program In Health 
Services Research (Revised 9/76) t 



(HRA) 77-3158 Summary of Grants and 
Contracts. Active June 30; 1976 

(HRA) 77-3167 Emergency Medical 
Services Systems Research Projects (Ac- 
. tive as of June 30. 1976) (PB 264 407. 
available NTIS only) 



(HRA) 77-3179 Research on the Priority 
Issues ot the National Center tor Health 
Services Research. Grants and Contract's 
ActWe on June 30, 1 976 

(HRA) 77-3194 Emergency Medical 
Services Systems Research Projects, 1977 
(HRA) 78-3202 NCHSR Research Bib- 
liography (July 1. 1976 to June 30. 1977). 
(PB 273 997) 



Research Proceedings ^ 

The Research Proceedings Series extends the availability of new 
research announced at key conferences,. symposia and seminars 
sponsored or supported by NCHSR! In addition to papers presented, 
publications in this series include discussions and responses whenever 
possible. The series is intended to htlp meet the information needs of 
health services providers and bthers who require direct access to 
concepts arid ideas evolving from the exchange of research results. 
(HRA) 77-3138 Women and Their, Health: (HRA) 77-3181 NCHSA Research Con- 



Research Implications for a^New Era (PB 
264 359. available NTIS only) * 
(HR>yR78-3l50 Intermountain Medical 
Maiprro^ce (PB 268 344. available NTIS 
only) 

(HRA) 77-3154 Advances in Health Sur- 
vey Rese^ch Methods (PB 262 230) 



ference Report on Consumer Self'care in 
Health (PB 273 811) 

(HRA) 77-31 86' International Conferertce 
on Drug and Pharmaceutical Services 
Reimbursement (PB 271 386) 

(HRA) 77-3195 Emergency Medical 
Services: Research Methodology 
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~- ^AT» — HmjH Aim WrirAir. Augjcy.' 

DKPABTMJCxfT or Health SEBvtcEs» 
Sacramento, Calif., AuffUMt 28 

MlCSAXLSXKBir* ^ ^ . 

staff Director, SetuUe Cowmt^ od Fimcnee, 
DirkMem Senate Omee BwOditlf, Waehington, D,€. 

PSAB Kb. Stxbn : Califorxda bas receiv^ a copy of tbe amendments to S. 3,392 
deftltnff with the Child Health Aaaeasment Program j(CHAP).«wEich were in^ 
dnced bj Senator CraBston. We feel that these are good amendments and Cali- 
fomla is in foil aareement with them. There are some areas of clarification 
we will need on the »A<»hni#nil aspects of some of these amendments. We are 
workiiig directly with Senator Cranston's ofDce in seeldng tliis clarification. 

We are reqBttrtinig^that the Committee include these comments as'an addendum 
to our August 21, 1978*letter> to tb# Committee, which contained California's 
written testimooj on S. 1392 and H.R. 13611. We ask^that this addendum be 
included In^ the Becord along with our August 21, 19^ letter. ' 

The three areas we address below haye been discussed with Senator Cranston 
in the past, and we would like to bring -these to the Committee's attention at 
. this time : , . - - 

1. Develovntmt AMe««menr.— California concurs with Senator Cranston that 
tbe developmental assessment issue should be fully examined. It has been Cali- 
fomia*8 experience that requiring developmental assessments as a separate, spe* 
ci^ component shpuld be deleted from any •child health program, as there is no 
clear, acceptable definition of what a ; 'developmental assessibent" should encom- 
pass. In California's view, there is no' existing developmental assessment instru- 
ment which is acceptable ais a screening tool. Thd national and local publicity 
that has been focused on the deficiencies of developmental assessment and' the ' 
damaging consequences of the inaccurate labeling of persons that frequently 
occurs has already had a negative impact on California's EPSDT program. 
Numerous studies indicate that development assessments do not take ifito con- 
sideration different cultural ahd child- rearing practices and backgrounds. Upon 
the recommendation of a broadly representative developmental screening task 
force, California eliminated the use pt a specific developmental screening tool 
from its EPSDT health assessment in 1970. Therefore, California recommends 
that d^l^elopm^ntal assessments be done in the general Context of the health 
history. .. . • 

2. Count of Screens. — California's experience under EPSDT leads us to believe 
that it would be advisable for the CHAP legislation to speak to the maimer in 
which health ti^sessments Uill be reported to HEW. Currently the federal 
Department of Health, Education and Welfare (HEW) allows only completed 
screens to be reported according to guidelines in HEWs "Program Instruction 
IS-NCSS-PI-74-13'*. When compiled according to these HEW guidelines, Cali- 
fomia*8 report^ statis^cs always appear deceptively low. For this reason it 
would seem appropriate to specify reporting requirements in the statute, 
rather than t6 leave this process to interpretation through HEW regulations. 

According to the HEW guidelinejf, Califyrnia has many "partial screens**, pri* 
marily due to four factors: iHfysiciftn f*roviders many times do not perform 
vision aud hearing testing l>ecau8e these tests are routinely done by the suools 
under a state legislative mandate; (b) Many health ass^ments are rehdered 
Incrementally over a period of time, sometimes^ by more than one provide?. 
California's current manual ctaims proce^ing system does not. have the capa- 
bility to link these component parts into "completed screens** ;V c) Many physician 
providers bill preventive child health services. in^?luding EPSDT screening, 
directly to the Medi*Cal billing system. Because the billing codes used in the 
Medi-Cal billing systeih are not always as precise as those used in the Child 
Health and Disability Prevention (CHDP) .Program system (CHDP administera 
the BJP8DT prograny n California ), HEW does not allow such cr^ns to be calleQ ^ 
"completed screens*'. (d^Some providers do not, in fact, provide all the mahr 
dated EPSDT service. Further work with these providers is* necessary. • » 

The result is that these 'Mncomplete scrwns" (heialth assessments) are-^ever 
included Hi California's quarterly tally, and the figures do i^of refiect the trXieX 
^picture. It is California's position that there is a good deal more preveg^J^re - 
health care rendered than the figures would indicate. We would suggest that 
the new health •screening "program being created under CHAP: (a) Mafce'^Uaw- 
ances for vlsi6n and hearing testing which is done in schools; (b) Allow stateg^ 
time to develop automated capabilities that could link screening components 
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done orer dme or by dUEerent proriders into complete screens, and allow (be 
eodatliis of partial*scrMiis wheD at least the health, history and jifaysical exami- 
satioDS are Akne ; (c) Count ^MSDT screens billed to the Medi-Cal billing system 
Its ''comi^ete screens^# <d) Allow states time fbr orientation, education and 
rnqnitorinc <tf proriders as to what constitutes*^ a **cpmplete screen'/. In the 
yn^«f iiw ^ , accept **partial screois^ as ^complete screens" if the health histoi^, 
pliyalcal ezaminatioii and sdected additional components are completed. 

2. PemaUieM, — California asain recommends that penalties be eliminated, that 
any r*^i»toa assessed J^tete be repealed, and that there be no penalties assessed 
in the foture. Califb^^^KlieTea that the assessment of penalties has deliteri- 
oas effects on diUd^^^B pro^nuns. We strongly support the recognition of 
podtiTe, efforts tbro^Piue use of financial incentives. (This issue is also 
addressed on iSige 8* of our' August 21> 1978 letter to. the committee.) 

California brings to. the ccmunittee's attention that the provision of child healtlt. 
serrlcesr and the creation of a program JCHA^) to assure delivery of these 
serricea has been the subject of correspondence between California and S^iator 
* ^ Abraham Ribieoff (on.S. 1^) and Congressman Paul Rogers (on H.R. 670ft) 
is SeptemlSer, m7. / . . 

The current set of amendments to this very important legislation, introduced 
recently, by Senator Cranston, have received the fuU support of the California 
Departmettt of Health Services, ^which administers the child health programs 
in thisstate. . , 

We appreciate the opportunity of providing these comments to the Committee 
as it considers S. 1392, and its potential imxmct on child hetflth in California. 

If you wish further informatioh' on these issues, please teleirfione. either, 
Ramona Thompson, (916) 322-^8041. of the Child Health and J>isabiUty Preven- 
* tion Branch, or Joan Spieler of California's Medical Assistance Program at (916) 
445-1995. • • ^ 

Sincerely; . \ 

- c*^ ' , BE>t:BLEE A. Myees, Director^ t; 

* • ' ~~ > 

The America.v Occupational Therapy Association, iNa, 

• ^ • August S0,J978. 

Hon. HitAxAN E. Talmaoge, 
^ Chairman, finance 8aha>mmiti€€ on Hmlth, r>'. Senate, Russell Senate Office 
Buildmff» WasJUngtan, D.C, " . 

Deae Mb. Chaiema^y : The American Occupational* Therapy Association is 
pleased to submit this stateiyent on S. 1392, the *'Child Hejnth Assessment Aot", 
which strengthens and ilnpruves tge earl^^ and periodic screening diagnosis and 
treatment pirogram (EPSDT). . # 

For over sixty years this Association has represented independent health 
^ pro'fession^ who specialize in alleviating the suffering and increasing the inde- 
pendence and productivity, of the aged, the physically or mentally disabled, 
V ' and the economically or culturally disadvantaged. Occupational therapy prac- 
^ titioners are trained in curricula involving developmental psychology, anatomy, 
neurophysiology, and the isocial sciences. This training is followed by fiel^ work 
experience in areas such as iwythiatrj*. rehabilitation, developmental disabilities, 
' and gerontology. ^ ^ * 

0(xrupational therapists are among the few non-physician mental health pro- 
fessionals who are trained in the medical and biological sciences. They provide 
services in general and psychiatric hospitals, nursing homes, community mental 
Jiealth and mental retardation centers, rehabilitation agencies and home health 
settings, and public and f^rivate school systems. y 
Of the occupational therapists engaged in direct service to clients, 25 percent 
, work exclusively with persons under the age of twenty. Many of these therapists 
. perform developnlental screenings. KuM>as the Denver Developmental Screening , 
Test, Qir children up to age six to »^iscover tiny dexeiopmentardeficits which 
could hinder their performance in school or at work. T^e A8sociatip|*^an4!the 
' 25,000 members which ft represents, therefore, have a direct interest irf legislation 
^> which improves the provisions of screening, diagnosis, and treatment services 
to Medicaid eligible children. \ 

The Association is pleased that S. expands the eligibility of children for 
Medicaid tervices and provides incentives to the states to encourage the provi- 
. rfon of quality health care services to eligible children wittiir; those states. 
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Hoimrer, we b^re that tlim remiaB sereral problem areas in the Child Health 
AMMment Prognun (CHAP) wblch need |o be addressed before this lesisladon 
laenacCed. 

i;he AModatloii is cooceriied that B. 1392 gives states the option of loclading 
\>r excliidiiig.caxe and aerriees, for indiridIla]^ under age 21. for the '^^treatment 
oC mental JUness, mental retardation, or developmental disabilities .* //* be- 
. lifre that If the corense for these services remains optional and not mandatory, 
many states win not provide treatment services for these individuals. 

The Association strpogly beUeves that the growth and*development of Medicaid- 
eligible ^Idren wiU snffer if pooblems discovered by the screening of the develop- 
mentally disaUed, mentally retarded* and emotionally disturbed are not treated 
or at ieaift referred for irreatment Therefore, we recommend the deletion of the 
' following diacrlminator^ language in^. 1392, Section 3(Q) : '"ont not necessarily n 
including (i) .tbO0^ for the treatment of mental illness, mental retardation, or 
derelopmental^^lsabilities.'* 

The above Iknguage ^^as eliminated in the House Subcommittee on Health and 
tbe Environment, and we strongly urge your committee to follow this lead. 

The Ass^iation appreciates this opportunity to submit our comments on the 
Child Health Assessment Program and stands ready to offer our assistance in 
the implementati6n of this much needed legislation. 
Sincerely, 

James J, Gakisaloi. 

* • ' r Executive Director. 

j» ^AMsaucA.N Academy of Pediatrics. 
' • • . • ; ^ Evanston. Ill, Aui;u9t 22, 1978. 

Hon. H^UAS E. TaLmadge, ; 

Chairman. Subcommittee on Health, , - ) 

Committee on Finance^ U.S. Senate, WaMhinffton. D.<\ ' 

DsAa Sexatob almapge: In the near future the Committee ou nuance will be 
a^ed to consider the House- pansed version of S. 13!)2, the "Child Health' Assess- 
ment Act.'" Mm per your letter of March 20. 197H. to Dr, Martin Smith, member of 
the Academy*s Executive Boar&. we are pleased to note that you plan ta include 
in the scope of those hearlufi^ a review of the administration of \Iatemal and 
Child Health programs (S. 3188 and S. :«01). While the Academy elected to sub- 
nilt written testimony in response to the August 14 hearings, we will reque^ to 
testify at these expanded hearings. In the interim, the Academy wishes to draw 
the attention of fcp and your colleagues on the Committee to the implementation 
of current and any anjended legislation on EI>SI)T aspects of the Medicaid Law. 

As you aiH)reciate and understand, the passage in 1967 of the EPSDT compo- 
nent, of the Medicaid Act heralded a very deliberate change in the concept from 
the remainder of the^Ac^* I^ represented an expressed intention to seek poor 
children* to pModically assess their health and health needs slid to secure the 
distinct services required to meet their needs on an ongoing basis throughout the 
child and youth age periods. This purpose was a most distinct difference from 
financing personal medical care. The judgment of the Academy is that the Admin- 
istn^ion is just beginning to appreciate this difference, and. thus, the purpose has 
newr been fully realized. Our judgment is ha;sed esseptially on the reluctance of 
the Afliiinistration to develop an appropriate* staff, in" federal central or re^onal 
offices which"is knowledgeable and technically competent to administer a health , 
care program for childr^, as opposed tp a staff to administer a flnancihg mecha-* 
nlsm Iter se. , v * 

The'changM proposed- by the AdminiAraflon in S. 1392 and those modifications 
presenMn th^ bill reported by the HonsViCommittee do atldress useful improve-, 
ments in such issues aseljglbility and flq^V^g. However, it is our judgment that 
unless very c^flnitlve changes pre made in the administration of the EPSDT 
component, the legislative improvements alone aVe insufficient. You antt your col- 
leagues righti;]ally andjperalstently ask why .there, is so much difficulty having 
private medical practi^on^rs participate in Medicaid, including EPSPT. The 
• Academy expresses its^fidm belief that without a significant voice in the formula- 
tion of policy, regulatioi/s, guidelines and ongoing advice to the reapective stata- 
offices from those knowledgeable about child health and the deUvery of ambula- 
tory child health ca||^the Administration of EPSDT and the whole of Medicaid % 
itself has a strlctlj^vVnncial orientation. As ii^portant at financial fraud and 
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abofle iaaoea are, tbej bare perar been lasues in pre vflft tire care for cliildreii in. 
thia country. Our taak la to jeek poor ^children and have tbem become part of a \ 
aenalble, blf^-quaiity, on-going health care program. The fraud and abuM*'in this 
reqpect ia the ^iliire of the Administration to understand the purpose of xhe 1967 
amendments and to staff the agency appropriately/ 

We respeetfoUy spggeat joa ezaniine tbe.nmnber and fbles of phj^sicians, 
ilmaea and allied bealUAefirac^mel empli^^ ^ th<^ central add regional dfflces of 
tbc'filreiyr and whol^Hedicaid Programa. Without such talent in sfguifican^ 
n ambers and appn^riate ]tk>8itiona to direct the Program, it is impossible' to 
expect that t^ Program offers to the states tl^e direction and advice intended 
by Congress. r - * . » - " x, . - », 

We soggest^On consider the following structural changes in order to realize 
the intent of Congress : 

X Centralise and elevate within DHEW the authority and responsibility for" * 
'health, programa aerving mothers and children. At-present there are two principal, 
•oAces carrying this iespon8ibility,,^e tinder the Public Health Service adlbln- 
Istering title Y SSA and one in tlM^^ealth Care Pinapclng A^^^^i^ti^tioa ad- 
ministwrlngtitleXlXSSA, ■ * ^ . ^ 

2L Authorize th e orga nization of f national advisory body on mskeni^ and child 
^hqlth ^thin jyWSW% This groq^ would review all health ptWrams serving 
mothers and children and advise' Congress and the Administratiori|on the content 
and iinplemaitetion of such programs. - ^ ^ ' 

3. Authorize each State to develop & similar advisory.^t)Ody to assist in mb*state 
level administration and implementation of maternal and child health programs. 

4. Direct the Secretary of DHEW to develop a staff in the central and regional 
olDces competent in the cont^t and delivery of cUld health services. * 

The Academy appredi^ites and supports the wisdom in the separation of legis* 
lative and electiUye powers in our government. The steps we qpggest do not in> ^ 
fringe on that pAndple, We believe these changes will greatly assist the realism- 
tion of the. intent of the 1967 amendments, and those currently before Congress. 

In dosing, I would add that, despite the aboye-cited criticism of <Che EPSDT 
Program, the Academy continues to consult and cc^^perate with the Administra> 
tion in the general area of provider participation in Medicaid programs. We are 
interested in seeing practical, working relationships developed at all levels and 
in all aspects of that program. Nevertheless^ the shortcomings in' EPfiDT and 
the effect of those shortcomings on gur nation*^ children force us to speak out 
in favor of reform. ' ; 

Sincerely yours, * . 

Do.VALD A; COBNELY, M.D., 

' - Chaimtan, TatlHil^C€o/i EPSPT.und Title V, 



Statement of the American MEa>iCAL Association ^ ' 

Tbe^MMican Medical Association takes this opportunity to submit its views' 
on S^ 1392, legislation that would modify .the current Elarly. and Periodic 
Hcreening, Diagnosis, and. Treatment (EPSpT) program under the SociaT 
Security Act. . , ' ^ 

BACXQBOUNP ON PROPOSED LEGISLATION, r 

This proposed legislation would, amend title XIX (Medicaid^ of tl^e Social 
Security Act to provide fo^ a Child H^lth Assessment Program. The stated 
pnrpoaes of enacting this new Child Health Assessment Program are to modify 
.^e current EPSC^T programs And to extend Medicaid EPSDT^eliglbility to those 
cmldreh whose families are of low income but who do imt otherwise qualify for 
Medicaid because of family structure. ' « 

,^S.^1392 would reqWre states to offer throug}i their Medicaid programs the 
provlson of child he^th assessments and primary care to all children under 
six years pf age whose fdmi^ jneets the state's income test for Aid to Families 
with Dependent Children (AFDCK but whose family structure makes them in- 
eligible fojr^FDC. In addition, the ^tat^ would be required to provide child 
health asa^menta and primary care to ch(|dren under the age or twenty-on^ 
wBose families fire receiving aid or assistance^ u||ider certain stat^p|relfaf|s 
programs. ! ^ . - 



Aa individual under the age of twenty-one who has received a health assesi=- 
ment under the Ohild Uealtb AsaeaBment Program would continue to he eilgibU, 
for medical cai^ for six months after eligibility for medical assistance woulAi 
otherwise terminate because his family exceeded the eligibility limits to wntinue^' 
In the Medicaid program. ' ' ^ V 

Child health assessment could be iwovMed onftr biy a health care provider who 
entered into an agreement with the state qge.ncy respon8!ble for administering the 
: state Medicaid program . to provide to eligible children services Including": perl- 
^ odlc health assessments, a minimum range of diagnostic and treatment services, 
and when iiidlcated« referral to appropriate providers for needed treatment. 

To be elljs^ble to participate in; the program a health care provider would 
ha^e to assume responsibility for the management of the medical care of each 
^ Individual assessed to assure that all medical services which are offered under the 
\\ state jplan and .which are found to be necessary pursuant to an assessment are 
^made available In a timely manner atid tl?at reassessments are i)erformed as 
reqtilred In rejffulations t(>be propiplgated by the i5ecretary. 

• As an Incentive to states to enroll eligible children with health care providers 
; participating in the program,, the. federal matching t^ontribution would be in- ' 
creased. For any^ atate, this incentive rate would be lialf of the sum of the state's 
current^edlcald matching rate and 90 percent (but not less than 75 percent)' 
for'sumft expended during .eiich qoarter which are attributable to child lAlth 
assessments, diagnosi)^; treatment,*; follow-up and nodical care management^ of 
individuals ;\^o have been assessed under att approved cliild health assessment 
program. ■•■ 

P^eral reimbursement under' the ^^ledicaid program would be contingent 
upop a state meeting suoh standards as . the Secre^in^ may determine for the 
purpose of (ay informing famtU^s of children eUgibid-iiflde?' the program of the 
availabihty of child health assessment ^ei'vices ; (b) assuring the provision of 
child health. assessments in a timely manner : |r) assuring the provision of any. 
medical care or service, the need for wlUch is,(liscl(^*ed by assessments ; and* (b) 
assuring compliance with terms of agreemerits'lt has with providers of services 
under a state's child heaJth assessment program. J^uilure to comply with thene 
. stat:e<| requirements would subject the state to ir 20 perceht reduction in the. 
federal matching rate under the Medicaid. prograni. . ^ ^ - ^ 

■ In 'addition, where'the Secretary tletermine.s that a state l^is met the criteriit c 
(TpuinsUant to regulations.) fbr good irerformance under tlie (^hild^ Health Assess- " 
me'^t. Program, a' ^ percent federal qiutching rate ''*honus'* for a«Lminlstratlon 
. of tli^ program would l)e. made to the state. . - ^ 

.. * " ^ , CO.M MENTS ' ' ' ^' ' 

, The American'^Iedical Association expresses its strong support for the. goal 
o'fexpandiiig the availability of (inality health cure to children, particularly tho;^e 
children from medically 4 ndi gent families who .should benefit UKJst from health 
«are services such as those curipehtly provided under the KPSDT program. Physi- 
cians, perhaps more than anyone else, appreciate the importance Of adaqUate 
health assessment and care for rtur young |)eople. It is in the fornmtive years 
of growth and development of the incli\iduul. both physically and intellectually, 
that such services are; the most crucial. The importance of ndequyle Ilea 1th 
assessment and 5are cannot !)e emphasized too strongly, and the nied|ral profes- 
sion is uio^t pleased to .'?iipi>ort the^ formulation of legislation to expand acce.ss 
to Anierica's health care delivery system to meet more adeqimtely .the needs of 
our natioh^s children and young people. 

The early*and periodic screening. dTagnosi.^t. and treatment (KPSDT) program 
has come under increasing scrutiny recently. There is little question that improve- 
ment in the EPSDT prograni is nee<led. President Carter, in bis health initiatives 
message to the Congress last year, observed that the "Ki^SIVT prgoram reaches only 
30 percent of the 12 million childre|\ currently eligible fol* Medicaid : that approxi- 
mately 22 percent of the children screened under KPSDT and found to need treat- ^ 
ment do not receive the .services required ; iind tlmt the present program does not 
reacH an estimated '700,000 clilldren under six years Of age who are in families 
whose income me^s state financial requirements for Medicaid hut whose family 
structure makes them ineligible for Medicaid. . 

While we recogulze the weaknesses of the pre.sen* prograinjtVye. believe that the 
EPSDT 'program under t^be Medicaid law is fulfilling a n^led service and de- 



'«eM»-^ntinue<l support ^bat oilly with appropriate modi flea Vrou. tiowever, we. 
are concerned that the mbdiflca lions proposed by this legislation woiild detract 
from asBoHiigtull access to quality ^re. ' . 

First, the Federal Gbvenunent is already deepI|^nvolved a large number 
.of h^lth gare programs, each addressed to varioo^segments the population. 
' Accordliy^, the approach to meeting the health cariB needs of our citizens has 
often be^rragmentary. For example, in attempting to assure maternal and child 
health, two special programs exist, the Maternal and Child Health Care provisions 
' under title Yof the Social Security Act and the current KPSI>T program under 
title XIX of ^e Social Security Act. While these two programs are in many in- 
stances complementary, they are also duplicative in other instances. We believe 
that each of Uiese proghuns has- a function ^ad should be retained, and in jnany 
respects expanded, to a^re quality heakn^care to eligible ehildrdn anc^ their 
mothers. Yet, we would ifrge that these programs must b^ viewed together. 
Neither program was intend^ nor can reach a\l deserving^tential beneflciaridij. 
: ^ tinthpr reason why we believe that the legislation as it is propu^9ed is not an 
'fl|^u&te*approach to assuring full access to the health needn of our nation's 
^ildren.is that the. Child Health Assessment Program would contipue |!to be 
administered imder the present Medicaid program. Under prei?ent law, a state, 
having a Medicaid program is required to provide KPSDT services to all children 
eligible for Medicaid, yet the program has failed to do' so. AYe recognize tliat the 
proposed leglslatiou'does provide increased incentives to a state to provide child 
health assessment Rervices. Nevertheless, we fail to. understand how ijK^eased 
incentives aione will provide assurance that the health services will, iAk-fact, be 
prdvidek^ under Jme respective ptate Medicaid programs. The. Medicaid program 
•has leftlcaps in tSe provison of "mandated" services by the respective states, and 
the bill would not eliminate this pbtential for leaving gaps. ^ ^ 
. Furthermoiy, the Child Health Assessment Program does hot address the 
health needs of pregnant women and mothers of young children wbo are". them- 
selves not-eligible for Medicaid. Certainly the health of the unborn and the new- 
bom cannot be separated from the health of the mother. It is iorlhis reason that 
we emphasize the continuing need for a i)^ogram to provide riot only for the health 
of young children, but as well for pregnant wonmn and raotherSvOf very^ydung 
children. ^ . ' - * \ . • 

- As- to-speclflc provisions of the Child Healtly Asse^ssment .Pr^ram, we have 
sev'eral strong concerns. First, we note the requirement under the b^Jl that 0illd 
health assessments under the program may- be i>*^ttxided only by a health care 
provider who enters into an agreement with' the state . agency responsit ^ .fo r 
administering or supervising the aditfinistration^^f the state Medicaid plan^phis 
provision is undesirable, and could result in the recetpt^of levels of Jbealth care 
for those individuals receTR^g care under, the CHAP program different* from 
those individuals receiving care ^hroi^gh other health car& providers. To' require a 
health care provider to enter into a health care agreement is not only onerous 
for the provider, Jmt could tend, to concentrate CHAP beneflciaries around a. 
limited range of providers, such as in special CHAP clinics. This provision in 
itself could lead to curtailment of tlie individual family's right to select a physi- 
t'ian >r other health care provider and may in fact effectively deny a beneficiary 
<ie^»ire(l medical attention by restricting tlie medical resources, available to such 
CU AI* beneficiary. ^ ' * 

By requiring only health care pnxyiderfe^tliat have contracted with the state 
M«Iicaid agency to be i^fermitteil to provide (^HAP services could result In^the- 
evolvement of tjpecial -'clinics'* for the provision of CHAP ser\\lces and thus! 
preclude any participation by health care providtpr.s or physicians who Anight 
othek-wise desire t<?^provide such services. This could result not only hi seventy 
restricting the avallal)ility of medical sej^vices but in failing to take advantage 
of the l)road range of medical servitvs now readily- available th;:ough the prlva/te 
health care sector. The establUslinient of a ' mini-health delivery system" -a^ialii- 
gous to a government health service under an expanded EPSDT program will 
limit access to many of the available medical resources in our present system 
and may well Hxvft the scotv^ and quality of services to CHAP beneficiaries. 

In addition, under the bifl a health care j)rovider participating in -the Child 
Health Asse«smei!t Program would be re<iulred to take responsibility for the njau; 
' agement of the medical,.care of each indiddualiissessed.to a,ssure that all medi- 
cal services which gre offered under the state's MedkaJd pri^am are made aiiail- 
able in & ^imely manner and the reassessments^ tA?\perfprmed as required in 
regulations to be issued by the Score tar^'. ^ V ' »* 



The provider would be required to refer IndiTiduals to oth^r approprtate pro^ 
vider» for Xaj corrective )tre«tmerit which is not availab|p directly from the 
patici^tlng provider. The health care provider would be required to follow-up • 
this referral to aBBure the providon of such treatment. 

While it is desirable for ^ patient to haVfe a primary physioian on whOm that 
patient m^y rely tor the cobriHiiation of his medicfiO- care, we mttst take strong 
exception to any spedfi^tipn In the law that^requi'res the health care provider 
to* assume responsibflityi for: assuring that a patient received specific foUow-up 
treatment? We need only point out that the physidlih-patient relationship Is a 
voluntary one and as such a physician maintains tfo control over whether a 
patient wlU return ^r follow-up treatineilt and/or consultation. T|ie physician 
cannot command the patient to return*fer follow-up tr^ijment, even though he 
realizes that suc^i follow-up Is necessary to jnsure the eiTectiveness of earlier^ 
treatinent/To mandate by laiw/that^^TTieaUh care provider l^ responsible for^ 
patient over whom the provider has no control once that patient leaves the office 
or institution is at best a gratuitous requirement Incapable of fulfillment, but at 
its worst, fai a cdndltion which may well deter participation by physicians In 
the program because of ostenslble^legal Implications. „ 

We belleve'that the requirement in the bill that the ITta 1th care provider follow 
up such referral* to assure the provisi'on of thfe Indicated treatment is Inappror . 
priate for another rea^n. When a patient is referred to ft> specialist foAtreat- 
ment, the medical specialist is responsible for the patient's specialized care. 
AccordififeVTrae provisions as stated in the bill should be modlfled^to reflect 
the applicable law. ' . , ^ • . j 

The btfl would require a particlpatlnlr\ealth care provider in the Child 
Health Aiesament Program to provide to l^lviduals receiving benefits under 
the program "a minimum range*' of diagnostic and treatment services. Howeyer, 
no further deflrtltlon Is provided for what sp^fic services will be deemed "mini- 
mum.** Becau«^;the success of the Child Healfi '-Assessment Program will depend 
In large part oh-the scOpe of services made avalla^le^to beneficiaries, we believe 
that It Is crucial that any legislation not limit access to physicians. ; 

We believe that the use of tlie phrase "a minimum range" could be construed 
In such a nJanner as to preclude lOjysiclans and other health care providers who 
may not have specific e<iuiph»ent\and facilitie^n their offices from providing 
certain services (e.g.. lab6ratory sSrvlc^. certain diagnostic efluipment, or cer- 
tain treatment facilities). A lack of such facilities does not. however, in^any 
manner necessarily affect an indfviaual's physician's ability to provide the.appro- 
prlate assessm^^rit and care needed for beneficiaries under the Child > Health 
Assessment I^rogram. A strict defii^on could thus rempve ready, access to stch 
assessment, and care shoulcl »t l>e encouraged nor jlermltted under^the 

-bill. ^ ■ ' , ^ 

Our canct»rns'over the use of the phrase "a minimum rangtf* are even stronger 
when we consider other language of the bill In i^telatloh to "health care centers/* 
The bin would requiive that a State plan for medical assistance must provlde.that 
a State will encourage participation by physicians an(} health care centers in 
the Child Health Assessment Program. Succef#s of the program will of necessity 
require wide partlclp^tlon^by physicians! As the i)rlnclpal health care provider, 
the pliyslrlan provides, and will ('gntintu* to provide. the basic structure around- 
which any Child* HeaUh Assessment Program mu^ be fasl«^d. \. . 

(To require that a state encourage ^lAirtlclpation by "health care cetiters in 
the^lld Health Assessment Program raises, several qpestlons^lth respect to 
assu^g full access^to quality health care. The prlncfpal purpose \f the CHAP 
/-^programls to Increase'access to caVe. rtowever. requiring "health care centers . 
imduly emphasizes a particular location! for recelWng heAlth care and overlooks 
the health rare available to niost chUdfen at other than centerS. No definition is 
provided of vvhat win constitute a "health care Cent^r'V^The undeslrableXrefer- 

' ence to "health cate centers" should be'rempve<J. • ' . ' . ' *f 
We see the desirability for Congress" to express .its iccracern oyer the scope of 
benefits If done through an e5cpresslo*n In Committee^^fports. greater flexibility 
w6uld result without freezing Into statutory language the specific scope of bene* 

<,flt8 desired. At the same time, unless some specification Is provided, a mere ^egis: 
latlveshell may be created without substance. , 

Another concern we liave with the legislation Is that there Is no, provision to 
assure fullest participation by physicians in the CHAP program. Presently sjthe. 
EPSD'D prbgi^am Is under the Medicaid program and relmbUrsement'S^etCT*- 



mined'ander tbat proffram. However^ relmhursement is restricted' in. many slates • 
to ihsufflcientleyelfl. While under the staivte no reimhiirsemieht can exceed what 
Medicare w^d pay (itself «et at an arhitx^ry level), Medicaid is 'generally 
lowec. Betentidn of such levels will accentuate current problems i^dng the 
M^dfeald program»^nd with an artificially restricted'payment m6pbanism.phyfii> 
^oans will be discouraged from participating in such programs, Any^such impedi- 
ments to physftdan participation in the )>rogram will prevent fall access hy indi- 
viduals to intended benefits of the prdgiram. To encourage full participation and 
uecess, reimbursement should be at usual and customary-levels. 

The bill also requires that a health care provider rendering services under the 
CbU^ Health As^ must make such rep&rts as tlie state or the*^ 

Secretary of HE W may require to assure compliance with the«Xequirements of 
(be program. Bxmeyet, no specific guidance is' provided with respect .^ the 
cont^t of these reports nor the extent of data which n^ght Ije /equirfe^^ ^ucb 
reports. Again, while we do believe that the law should not spell, out all' details 
as a/6 normally undertaken in regulations we do. believe that th^/law sjtiould 
provide reasonable griidance^o the, agency responsible tof drawing up sp^ific 
'guidelines or. regulations^ for the administration of the prograip. Therefore^ we 
' would urge tiiit greater information be provided with respect to material that 
would be required to be Included to be made. At the same time, the Subcommittee 
should weigh carefully the creation of burdensome paperwork and adminlstra' 
tive impediments deterring program participation. - . 

As we*have expressed earlier, we fully support the provision of health care 
' services as are envisioned ^nder the present early and periodic screening, 
diagnosis, alid treatment program. Our major concern is not that the program 
should not be improved, but rather than any changes be made so as not to dis- 
courage full opportunity otf patients to have access to care and that any chianges 
be made in conjunction with an eyaluation of other related programs. \Ve are 
concerned, as irf the Subcommittee, with health care costs, with eflSciency in 
health care delivery, and ; with the quality of health care services provided. 
It is with these concerns in mind that we raise these Issues with respect to' the 
expansion of the EPSDT progranras proposed in S. 1392. , v • 

We believe that in your consideration of modifications of the current EPSDT 
program, consideration should also he given to the availability of maternal and 
child health care under title V of the Social Security Act. Title V, in its support 
of local and regional progradiH,- has long l>een a prominent and eflfective source 
of health care for underserved children and youth. 'Established in-lOSS^ rtms 
program ^currently affords hCalth serviceH to motners arid children wlK^for 
economic rea.sons,. have diflSculty in obtaining the services they net'd. The^ttle 
V program would he expanded under legislation recently adopted in^ a joint 
effort of the American Medical Association, the American Academy ^of Pediatrics, 
^^pd the American College of .Obstetricians and Gynecologists, so as to address 
Aiorscfully the spirit and intent of this prof^^ram in meeting the national needs 
of maternal and child- cure and giving added emphasis to special health service 
needs of prospective mothers and the developing fetus, the'^heeds of the infant 
in its first year of life, and the need for treatment and coupseling for conditions 
associated with pregnane^, venereal disease, drug addiction, aad mental health. 
This legislation has been introduced as S. lUOl, the ^ lUlH Amendments to the 
Maternal and Child Health and Crippled Services Act." We commend, it to the 
attentiottof this subcommittee. 

CONCLUSION 

In conclusion we would like to point out that in addition to needed changes 
in title V of the Socitvl Security Act j^rid to changes in the Child Health Assess- 
ment Act. some of the issues of access, free, choice, and quality care would 
with greater eflSciency and cost effectiveness he handled through a comprehensive 
healtn> insurance pro'posal surh as is set fortli in S. ^IS-^-a health insurance 
program that the AM A supports. One of^'the advantage^; to l>e^ gained by such 
le^slation is that the health care of all members of families of,. all economic 
levels is taken into account, not just the health care of ii |>flr(icular memhec nf a 
certain family. As you might well agree, oftentimes the nealth of one family 
» member has a significant" l)eiiring on the health of other fan\ily members. 
Accordingly, eorisidehition must not he lost of a holistic approach as the most 
appropriate manner of assuring (lunllty iu»alth care to all net»dy iiulhJdnals. 

We wish to reiterate our support for tlfe current KPSOT program\We^lieve 
that this program is Mfilling a vital need and-providii^ certain iieaftlP§ervices 



to chUi^B of iQw incoihe famlUeH. Yet, while we HU|Hport the preHent EPiSDT 
progranKve believe that thlii profirram should not be viewed au addre^Hing the 
total hioBfa care problenui of our nation'H children. Ah we pointed' out earlier, 
^PSIK^Krlces are |j|Viired to be provided under existing state Medicaid plans. 
Yet. EpBT servlc^^ave.. not been provided to all eligUfle Medicaid beue- 
.fici«rieSi,We suspect, that many of the baulc problems with the EPiSDT program > 
'may not^e In the scope of benefits but rather in the admhii.stration of the pro- 
gram. Therefore, we do not believe tliat tbe reforms suggested in this proposed 
legislation would efl^ectiveiy achieve 'the desired goals in providing increased 
quality health care services to chndren. 
^ "Weju^Ke that the subcommittee consider our npecific concerns with the pro- 
posed i^nil^lQn to modify the current EPSDT programs. While we support 
the general concept, embodied in the/Child Health Assessment Program, legisla: 
tfon, We.;Jirge that ui<liRi|>ffOmm^ not add|pt this |4Toix)Hed legislation without 
modifications reflecting ourSooperns. , ^ 

Statement of the Dental HyoieniS^' i^s^ociATioN ($ ^ 

' . INTKOOUCTIOX * 

* The American Dental Hygi^y^iists', Association is pleased to Hubmit a recdrfc 
statement to the Subcommittee on Healtfi of the Senate Finance Committee and 
to present its views and recommendations on S. 1302, the Child Health Assess- 
ment Plan and related bills. The A.ssociation testified last year on H.R. 6706, 
the House counterpart bill introduce<l hy the Administration, and supported 
amendments presented by Congressman Andrew ^Bla»ruire and the American 
Dental Association, both of which advocated tht* inclusion of a dental care com- 
ponent for Title XIX eligible children anil matching funds to states at parity 
with levels specifled for other /Kealtli care services. In the Senate, 'the Asso- 
ciation is plea.sed to sUpiJort /lie amendments pf()po.si^l by Senator Chiles, to** 
accomplish the same Iwisic purpose. ~ ' ■ ' 

In view ot t)^e extensiw review and consideratibn of the CHAP legislation 
by the House Commerce Health SuJKrommittee in 1977 and this year and the 
approval of H.R. 13611 (an amendwl H.R. 6706) l')y the Hou.se Commerce Commit- 
tee, the AsHiX'iatiou urges thut the t^ubcouiniittee on Health amend S. 1392 in 
a similar vein. ^ 

GOALS OK TITI,K V oK TIIK SOCIAL SKCURITY ACT 

The Association recognises tlmt the Child Health Asses.snient Plan (S. 1392>— 
introduced l>y ;he administration is intended to he a successor program for the 
title XIX, Medicaid, Early and Periodic Schening, Diagnosis and Treatment 
(El'T^DT) program authorized by Congress in 1969, with implementation be- 
ginning In the earla|^70*s. The^llH>t) Social Security Act amendments provided 
clear evidence of thPRtent of C<;ngresH that the states \*ere re*iuired to include 
dental cfire for children in their EPSDT programs in order to he eligible for 
fe<leral matching funds. The acceptefl <letinition inten<le<l by CoI^gre.'^^? was that 
states, shouhl provide dental can* which is neci'ssary for "relief of pain and 
infection and restorathm of teeth an<l maintenance of dental health". In 1972, 
Congress gave further indication of its intent that vision, liearing, and dental care 
be included in state programs, lb* authorizing the Delmrtment of Health, Educa- 
tion and Welfare to imiwse penalties on states whch <li(l not fully Implement the 
EPSDT progranLfor the Medicnid-eligiblc children s iH)pulation. 

Although the 196J) and 1972 Social Security amendments established the intent^ 
of Congress with re.^itHHff^to dental care for title XIX eligible children, the im- 
plementation of «tate (lentaKprograms nevertheless, lui.s lieen sporadic and, in 
general, disappointing. Even\hepu!>ncation of HFjW regulations for state'dental 
EPSDT programs in 1975 did not provide the impetus ;needt(l to fulfill the major 
goaUof title V of the Social Security Act which calls upon all states "to provide 
finality "health services for pr(^i>ective mothers. Infants and chlldceiu ^artlculi^r- 
ly in urban and/or* low Income areafrwhiire across to (lualfty care ih otherwise 
limited**. This Wgh exi>ectatlon and low fulfillment with regard .to care pro- 
grams for needy children — iMirticnlarly dental can* — aiyi>ears to be the foremost 
reason which encouraged the Administration to intrcKluce legi.slathm last year to 
-Improve! refine and strengthen the falterijig EPSDT programs. 
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. Since the 'Admii^iiitration Intends to replace tbe Maternal and Ckiild Health 
^BP9I>T protfranui with the new 'bHAP le^lation, the Association believes 
that ah idea^opportoiaity ii now at hand for Congress to develc^ new legislation 
which wljll aUow it to carry out Ihe original intent of the Title V, Social Security 
^ Act legislation. Longstanding Association policies support the passage of federal 
• programs whidf provide comprehensite dental health care pipgrams for alf 
children. In addition, we support with the highest priority/ programs which 
concentrate on providing health care to children of families eligible to receive 
M^caid assistance through state and local govemmentsTThe Association be- 
lieves that dental care should be an Integral part of the uftkl approach to the 
plrevention of disease and disability and tjhat the maintenance of good oral Jiealth 
Qf children and youth is an essential ingredient of their total health and well 
<being. ADfiA members also believe thatTit Is extremely important that federal 
programs, such as; the CHAP, Include adequate provlslpn and financial support 
for oral health car^ and siervices. 



0 



EP8DT PaOOBAM WEAKNESSES V 

Over a lO-year period* 1967-1977 inclusive. Medicaid expenditures for de^l 
services increased from $72 million to $400 million annually. -However* as a 
percent of 4II Medicaid expenditures for health care, the high point was 5.5 
percent in 1A68 and the low point Z5 percent in 1977. In 1968 federal expendituAs 
for aU M^caid health care services were $3,451 ,g00,000/ wi)ile in 1977 they 
reached an ail-time high of $16,257,000,000. It is obvious that EPSDT dental 
health programs for disadvantaged and needy children — an estimated 11,000,000- 
15;000,000 eligible beneficiaries — have been comparatively ineffectual, despite . 
the efforts of 34 states to develop such programs. Even with It^ fiaws, how- 
ever, the Medicaid program has made health care available to ii&illlons who, 
before 1966, were not able to obtain It. On the other hand, it Is an accepted 
fact that frbm 90 to 96 percent pf alt children, from early childhood to^e late . 
teens, need dental care. A highly t>la(sll official of the Medicaid Bureau of T)HEW, • 
as recently as April 1978, told a dent%r audience that ':as far as the Medicaid legiS- 
lative structure is*c6ncemed, you have, if you Will, a^^nd-class program . . . 
only 34 states have chofeen to provide (dental tare) and of those states, 12 of 
them to provide.it only to the 'categorical needy' ; i. e„ th^ \<ho receive a cash 
welfare grant". • 

Under the circumstances described, the Association agrees that from a dental 
health care standpoint the Medicaid state EPSDT programs should be replaced 
and that a CHAP program, amended to include dentar benefits for children 
up^ age 21, should be passed by Congress. In oUr view, H.R. 13611, developed 
by the House Commerce Health Subcommittee, voted up by the Interstate 
and Foreign Commerce Committee and sent to the floor of the House of Repre- 
sentatives, would remedy the many flaws of the current Medicaid program, 
especially those Which have discouraged state welfare departments and state 
dental qjrganlzatlons from developing children's dental health programs. .. • 

Although EPSIXE Medicaid regulatlons.reqiilred that states) provide "at least * 
such dental care as Is necessary fc^ the relief of pain and infection and *fQr 
the Restoration of teeth and maintenance of; dental health", states applied this 
"definition li^ a variety of ways; A majority of states provided services only If a 
health assessment had generated a dental refei-ral. With asHessments performed 
by physicians and nurses, rather thfcn d^jntal personnel (-l.e^^ dentists or dental 
hyglenists), only about 25 percent bfvjlfe sweenlng resulted In dental referrals. 
Only a few states paid for dental services whether or not -an assessment had 

occurred. . . e ^ " V " 

There' Is a consensus amOng professionals In dentistry, medicine, and pjibllc 
health that virtually all children ftgQ^ and above^need dental care. The health 
screening requirement of the currenttPSDT program and the Administration's 
CHAP (S. 1392), predicates eligibility for Medicaid dental benefits on a general" 
health assessment which Is clearly Inad^nate f6r the dental needs of children. 
If the approach to dental car^contalned In H.R. 13611 were taken by the Senate, 
-iHl children ell^ble for a health assessment would automatically be referred 
to» dental office, In which thorough and effective dental screenings, performed 
by licensed dentists or dental hygieiilHtH, could be accomplished. » 

The Association urges that the proviHioiiH of the House Commerce Commit- 
tee's bill mandating dental care for children eligible for CHAP program bene- 
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fits be approved by the Senate. We aUo urge that aH> children who undergo a 
CHAP clinic health awfeMBmeDt, Himultaneously be referred to dentists or dental 
hyglenigts who are professionally qualified to assjesti oral health care needs and 
provide preventive care thaf Is indigenous to general health care and well-being of 
children and youth. ^ - - 

^A second major flaw of EPSDd state dental programs has been the low fed- 
eraL^tate match, averaging 56 Fj/(rcent and ranging betW^en 5^ to 78 percent. 
Tbe9E(lministratlon*s CHAP proposal increases the federal -match up to -a maxi- 
mum of 90 percent but it leaves dental services at the former low and inadequate 
level. As a mandated CHAP service in H.R. 13611. dental services would be at 
parity with' all other health cflre services. The Association urges that this level 
of federal funding for children's dental healt)) care be endorsed by the •Senate. 
Under the new matching level proposed for all health care services provided 
under state CHAP programs, there is no logical reason from the standpoint 
of children*^, health and welfare to maihtain dental care in its current second- 
class statusT^"^ . : ' 

D^pite its awareness of flaws and cciticism.s of state EPS DT programs, the 
Association jAlieves that the efforts of some 34 to 40 state welfare, dental health 
'departments and dental organisations to develop programs under Title XIX 
Medicaid should not only be maintained but vastly improved. The higher federal 
matching formula included th H.R. J13611 should ^provide the necessary stimulus 
required to attend to tke, dental nee^ of childi^n -of poor andf disadvantaged 
families. We are concerii^ that tba downgrading of dental care in the adminis- ' 
tratioh's bill, omitting diehtal care^fronf the increa^j^'of funding levels for medi- 
cal services, would adversely affect the state EPSDT 'programs now operating., 
^«even great^ concern isl^hat many existing children's detital care programs, 
for^e lack of flnancial incentives td.the states, may be permitted to deteriorate % 
^^be phased out entirely.. As inadequate nationally as Medicaid EPSDT dental 
programs hav^ been, it is unthinkable 'that e:hsting levels of oral health care 
services will not be^n^aintained. " ' V . 

* V . ■ t' 

. cost EFFEC'TIVK CHAP DK.NTAL HLA.VS ' \ 

'yhe Association Is well*aware «l^he^concefns"of the Subcommittee on I^lth 
which relate to'.the add-on costs of iiK'luding dental li^^ts in a new CHAP biU."^ 
We share the coiycerns of. committee memlvers of ^Rgress. and .the general 
public that new programs in th^ health and welfare areas should be considered-^ 
^•parihgLv; if at all. .In the pre.sent mood and temper of Cdngre.ss and the general ' 
public, /the add-on cost of a CHAP dental i>rof?raui^ will not be insigniflcant. 
flowever. the inclusion of dental 'heneflt.s u(fder the Medicaid program canj 
hardly^ considered as a new betieflts package. Xor because a dental component^ 
is include at federal matchinf? level.s adequate to encourage states to develop 
them, should their iprobable cost-effectiveneKS. in the long run. to the nation's 
health be ignored. In our opinion, the publh? health ^policy view encompassed In 
the House Commerce Committee's bill, which holds that dental care and pre- ^ 
ventive oral health' services are an integral part of the total health care of the * 
nation's children and yopth, is a sound policy. It Is also a policy which^ we be- 
lieve will be endorsed by the Senate. We believe tlMit.the investmenf^of pul>l?c 
funds in a preve^fH^e dentUl health program for disadvantaged and/needy chil- 
dren will be a sound investment ir; the. future good health of the /ext genera- 
, tipn of'adiilts. • , j jT 

Although rec'prds and data, from state dental health. Medicaid/programs are 
not available in, great abundance, one. state, the stlKei of Califoniia. has been 
^•uccessful in developing a sophisticated and* effective Medicaid program . yehich 
mlght'well l)^ a model for many other .qtates to emulate. This plan includes both 
the children, and adult Medicaid populations of the state. The CaUfornia Denti- 
, Calp^gram. ds it is called, is efficient. Xitiety-foiir and one^alf (94.5 percent) 
of the public funds expe'rrded pay for dental care'and s^rvi^es: Only 5.5 peilcent 
sare required for administrative servicCvS. Through regionjk dental offices. Denti- ^ v 
fOat scheduled nearly 45.00(1 clinical screenings in 1976. In the children's program. 
^ Denti-Cal enrolled 1.196.^»7 pajtients in the years 1974-1976. It provided a three- 
year total of 750.000 preventive prophylaxis and topical fluoride treatm^ts and 
completed 3.^06.749 dental reli^orflrtion in the same three-year period. The num- 
ber of dentists participating in Denti-Cal increased from 8.000 in i9Ta to more 
than 12^ in 1976. . 1 , . -^^^/'^ 
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The mort imprewdve- gccompliahments of the Dentt-Car program, however, 
are best summed up by the Executive Vice-President of the California I>ental 
Service, Dr. Eric D. OUen. In hU remarks delivered at an April 197g Confer- 
ence on Dentistry in the Medicaid Program, Dr. Olsen observed that ; 
\ The amount of dental care deliveries has almost doubled between 197S apd 
' VW7 Total program costs have increased due to three fitctors. First, more 
eaui table reimbursement JaKels have resulted from annuAl fee Increases which 
have approximated the increase in the cost of Uving. Second, there has been the 
aforementioned increase , in the utilisation of beneficiaries. Third, the largest, 
increase in total program costs has been due to the dramatic increase in the 
nan^r of people eligible for Medicaid. Yet, the actual cost for each eligible 
h&liot Ranged very much over the four years of the project even though pro-, 
gram utilixation has gone up dramatically. During 1974, Denti-Cal's first year, ^ 
CDS paid $85.75 for eAch parent receiving care. Through effective adnanlstration, 
dentar review and accuSulicUon of patieut treatment histories, the cost per 
"patient has since decreased to $74.90. These figures indicate^ that more bene^ - 
flciaries are receiving services while CDS' professionally oriented admihistration 
Is redttcii)g £he cost of care. > . • w 

• The Cal£tomia experience with state deiital Medicaid programs— probably 
the largest dental program administered by aV state govern men t^should be. 
teassuring to Congress, government officials and the public that the long benign • 
neglect of dentlU conditions known to exiijt among the nation'^ j»ildren whose 
famiilM live near or at poverty levels, can he ended. The example of C&lifornia, 
and.Wfcral other states which have been developing dentit^ plans for state 
Medicaid prograins, are i)roof enough that public and private sector programs 
are needed, widely utilized, and ca'n be cost-effective w|Mta essential adminis- 
trative controU are imposed. Because dental-care is i)Ei|finsically a preventive 
healtl> iJervice, the long-range cost benefits for the ad.ul€ population of a futfit^e^ 
generation are probably incalculable. Hpwdver, as auJmvestmen^ in health/long- 
range i^eqtal care programs for needy and poor chilOd^n cAn no longer be shunted 
aside "because they are too expensive" for governments to cofisider. 

The Association u^ge8_t^>e Subcommittee to Jjudige the addition of mandated 

* Cental service* in CHAP Medicaid programs on the merits of the services which 
can obviously be provided by the dental profession ; on the need in relation to 
the im^r^auce of dental care for .children ; bn the foreseeable improvement of 
the general health and well-being of the next g^^eratlon of adults; and finally, 
on the bMis of . recognition by health professionals and consumers alike, that 
dental care^ls indeed a basic medical service, rather than an optional service 
which inioo expensive to add to current health care services provided under the 
Medicaidprograrii. " ^ 

•Liiac year when^^Senator ChilCH introduced the "Children's Medicaid Amend- 
ments" for the Administration'* "Child- Health Assessment. Plan" (S. 1392), he 
poiilted 'out that dental cai^e was a "glaring omission" \ji many state Medicaid 
programs, despite the', fact that dental ca^-e "has the highest .rate of incidence , 
and the lowest rate Of treatment for poor children". The Association concurs U 
with this observation^and the provision in his amendments "that sUtes provide 
routine dental care for eligihle children tiirough the age of 17 '. \^ile we be- 
H^e that the upper age liiiyit .should he revised to 21, as-H.R. 136lf has done, 
we share the Senator's vieWs that dental care for children is cfearly a medical 
service and that untreated Klental T>rohlem« can prodlice not only piin but also 
permanent physical impaiAnent. We believe,; as does Senator Chiles, that tjie 




^Hator's~colleagues"o^ th^e subcommittee share those views by approyinf#a bill 
which embodies tl^e major features of Hoiwe hill H^R. 13011. * ^ 

' ^ DENTAL MANPOWER RES6URC|:S ft 

Thewssociation Wishes to assure the subcorilmittee that the dent al profes sion 
bas'ample manpower resourc^^s currently to assunve^responsibiUty to administer 
on expanded and Improved (*HAF Medicaid program: At the close of 1977 cal- 
endar year, there were 112,700 dentists engaged in private practice, B2,000 
dentidThygienists, and 14^ J0() dentwl assistants. In 1976 and 1977, deAtal and 
dental ftuxili&ry schools reported the number of graduates as follows: 

Dental 5,177 (1971) : Dental hyglenists 4,616 (1976) ; and Dental assisting 
6:208 (1976). , |K " ' 



264 



urrent dental work force and th% annual output of dental and dental 
V iiuxillary graduates in more thau adequate w be responsive to an improved and 
expanded CHAP deiUal Medica^id program. In addition, between 1.97V and 1&77, 
the^trof eyio n has graduated more Uian 6,000 Expanded Function Dental Auxil- 
iari^ i^mT>A) who under the direction of a dentist, jan perform new apd 
expanded functions in the dental care ^dell very system.^FDA graduates are 
" dental.hygieiMstH oi^'dental assistants who have either graduated frodi accredited 
.dental auxiliary ,sc|iools, or who have left practice temporarily to complete 
special' studies in continuing education programs to become qualified to perform 
. expanded functions as sta{e dental laws permit. . -^"'>Nr 
The assocldcihn wlshfesHp ihfornt th^ dental hyglenists/ 

>vlio Aire already licensed to pMi^e preventive care ana direct patient services, 
ar^ a unique standbw manpower resources, of the dental professloi^r Den<fal 
hygienists are rfadyi^nd wining^to assist the profession In i^eeting further 
increases in consumeiUSemands for dental care. In order to obtain* a license to 
<^ pr^ctic^, dental hygienists must be graduates of " accredited dental hygiene 
• hchools. The dental h^ene educational, program includes Instruction iik^the 
hiomedicai, dental, and behavioral sciencies and Jdubstantlal amounts of pre- 
.clinical ftnd clinical dentat hygiene inHtructioii. In addition, in order to obtain 
, a license as tf ReKisteredH)entarHygieni«t, most dental boards examine gradu- 
ates for proficiencies lii dental and peripduntar charting, X-raj/^theory and 
techniquey ari;d competency in rendering prophylactic/ treatment and other 
' Mlierapeutic treatment procedures. In developing new or Expanded ^CHAi* pro- . 
grams in all of 'the nation's .'SO states, dental hygienists are qualified by cduca- 
.tioi* aiid license to assist dentists to provide the highest level of preventive dental 
care ^o the currently unde8erve<J Medicaid-eligible children's population. 
^ Igi our .view there should be no reason to set aside a Medicaid children's den- 
tal program liecaune of any claim, however spurious, that there is insufficient pro- 
fessional manpower. The factw speak otherwise and, in fact, reinforce the 
\^lew that given ade<iuate financial Incentives to^^velop quality . dental care 
. programs, state dental plans under CHAP (*an be^|pily improved and expanded 
in all stUtes. 

BL'MMAKY. ' , ^ 

;Vtie Ajjsociation concludes this statement with the following sum mar/ of its 
views and^wommendationK - , ' 

1. The Association ylwlieves that* dental wervices are medical . services, as 
defined in the federal EPSDT MetlLcaid i>n>gram for cWUlren, and that dental 
assessment. 4iagnotiiH, and treatment sliouUl I»e mandated in CHAP le)rislatlon 
forAIedicaid-eligibfle chiRftrtfh : . \ 

d. The Associatitm strong ly recommends that federal matching funds for 
state Medit»aid dental CHAP programs be ijrovWed at the same level as specified 
for all health care services ; i.e., tlie federal matching sliarejjshould be increased^ 
over exiirting EPSDT funding leveLs by 25 percent and up to a niaximunCi of 90 

percent; ^ ' M • ' ' 

3. The Association urges the Senate Finance Sul»committee to require that 
state dental CHAI* programs provide oral lieatth awwessments, diagnosis, 'treat- 
ment, referral, and dental care management for all eligible children and youth 
under age 21 ; in addition, the Subcommittee is urge<l.to reqi^ire that oral health/ 
asHeHsiBents, diagnosis, treatment, and referrals be automatic, or slmultan^us, 
with other health assessments when individuals are registered in this liealth 
assessment program ; ' ' . ' * ^ 

4. 'The Association l)elieyes that prev^itive dental car^ programs for Medicald- 



eligAlIe cUldxen wTU be cost-ftffective and produce long-range cost benefits which 
will * in me public interesf; and ^^^p^ 
5. IrUe Association is confident that the dental ppofesaipn, by utilizing its 



dennl auxiliary work force at maximum. Ims sufficient TlVi^able dental man- 
power, curre»tly ,to administer CHAP dental ppogrums (uM'ubstanttally im- 
proved levels of services; in particular th'e dental hygiene work force is uniquely 
prepared by education, license, and experience in dental offices, to assist the 
"profefwion to maintain the highest quality of ser^e in the delivery of dental 
care to the nation's poor and need^ children. . . -i 



-APPENDIX 



CHAp AoiairisTftATivs Complexities 



(BEW RESPONSE FBOlf PAGE 181) 

The attached paper identifies 11 potential problems for States in administering 
CHAPv The solutions proposed are dependent upon the developmenf of compre- 
•o^nalye data prOt^ssinK systems. A separate paper on current system/l:apabllitles 
be States' presents the projected time schedule for developing State systems to u 
suflicient level to handle CHAP. The attached solutions represent t^^ kinds .of 
capabilities State systems would he expected to. have when, they have reached 
the CHAP level of sufficiency. These '*soluti(^ns*' are Intendecl to serve as examples 
of the way systems could handle the CHAP administrative complexities* but it is 
expected that Stdtes will retain the flexihilit/to select alterna'tive systems solu- 
tions to these problems. , 
Attadmiebt. » 



CHAP Administrative CoX|plexities 
Problem Area : V^arying Match 



Services for CHAP children receive 
different match from those rendered to 
other medicaid eliglbles. 



* CHAP services var^ in Federal match 
among fami]y plahnLng. inpatient serv- 
ices and ether services. 



Higher match ends when child is due 
for next assessment. 




Higher niatcb for outreach. 
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(a) When-a child receives an ass 
meut. the bill \f or theiscreen trigjj 
the > posting of an assessment on ^ 
eligibility file. 

(b) At end of quarter, the State! 
selects airclaims by recipient identifier 
and totals expenditures for QgAP 
children' separately. 

(a) 'The cbuiputer files woun 
a cross-refereifce^flle a&spciating ty^ of ^ 
servicj? to matclUng rate/ * ' 

(b) ' Referring to the selection' de- 
scribed in Kb) above, claims would be 
classified by .service type within all 
claims for each recipient^ 

(aj The eligibility file would contain 
a field denoting'the date the liext assess* 
ment isilue for each child. 
' (b) ' When the ccwnputer is totalling 
expenditures for CHAP children (item 
Kb) ), it will ignore claims for any serv- 
ices rendered after the next assessment 
due date if the next assessment has not 
■ been conducted. 

im State could manually recOrii ihe 
salaries, fringe' benefits, overhead., ayd 
transportation costs for personnel en- 
j^aged in outreach^' This' would be' simi- 
lar to the methods States currently use 
to ke«|p track of administrative costs 
associated wihT medical personnel and 
their staffs. * ^ 

(b) For personnel engaged in out- 
reach pins some other activity*, the State 
would have to document an allocation 
method for distributing cOsts betw^n 
the two .activities. ■ - 
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PROBLEM 
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Problem Area : Eligibility* 



SOLUTION^ 



CHAP spUtB a famlJbr's eligibility or 
medical astotaace three ways : • 

The family can be eligible for AFDC 
or on 4-hionth continued AFDC cover- 
age, thereby receivlijg Medicaid, aH is 
currently the case. . , . 

A child caa be individually eligible 
for medicaid since, for example, a family 
income of $4,100 might leave the par- 
eit(s) ineligible, while the child in 
eligible. 

The child also becomes eligible for au- 
ditional servic^es after having been an- 
Isessed, so ther^ is a need to recognize 
a child as CHAP-eligibie. 



J. 



r 



Ansessed childreif with lapses- ii» eli; 
Kibility wQUlll have ta Ik* reultMititied 
for CHAP IfenefUs to continue without \\ 
requirement for another aHseNSinent 
upon becoming eligible again. 



.(a) It is UkelT^«iat States will have 
t6 issue a s^iMtrate medicaid card for 
chlldreuJn the family. This should only 
be difflcSlt for States which have not 
assigned separate medicaid identifying 
nui&ers to individual metabers of the 
family hefetofore. A child's eligibility 
for medicaid would probably Jtie deter- 
minedsby the caseworker who is exam- 
ining the family's eligibility for public 
assistance. . . - 

It is also likely that States will have 
to issued separate CHAP card for a 
child who has been assessed. The CHAP • 
,caseworker eould issue a temporary. 
- rri.\l* card upon learning that the as- 
sessment has been completed. When th^, 
^ provider's Ufll for the screen is sub- 
mitted to til«tate, it could then tHgger 
the issuaSce^ a CHAP card which 
would ^ valiff until the next assess- 
ment is due. ^ , 

(c) The p4Pc assistance eligibility 
unit will have to alert the medicaid 
unit responsible for updating the medic- 
aid ^eligibility reference file when 
changes in family income have made the 
famiflr ineligible, have placed the family 
oiijAonth continued coverage, 6r have 
\-fflacednhe child on 6-month continued ^ 
^ coverage. J ' 

-<ji.)^'Statea would retain computerized 
eligibility records 6\\ each child for 12 
lUpnthH following ehding date of jnedic- 
aid coverage. Keeping inactive* flies for 
more than 12 months would become too 
burdensome in relation to the lower V 
likelihood pf reentries after thdt iime.^ 



Twenty-live States Will have a new (a) The greater the extent to whioh 

eligibility determination process for the eUgibility criteria are similar to 

children in families under $4,200, It will ones with which the eligiUility workers 

take more stafT and space to handle the are already familiar, the easier it will 



workload. 



r 



l)e to cstaldish this, additional process. 
For example/ any disregards for CHAP 
eligibility s lion Id not introdnpe ne,w' dis- ^ 
regards not already present in AFDC. " 

(b) The additional staff and space 
probleihs can o|ily be hahdled by ad- 
vanced State (or County) planning- to 
have the necessary resources available. 



i»roblem /Vr^a : l*rovider Agreements 



ir States ■wy have to (»nrgU new pro- 
vider types, su%h as'CMHe's. chlro- 
' praetor jh!iWd podiatrists,- and..^et* re- 
imb'ureement schedules f<»r thetn. . 



(a) I'se Institute* for Medicaid Man- 
agement to provide exaMtples of pro- 
vider agreements 'and ^reimbursement 
s('he<lules frAii States which already 
offer services from these provider tjj)^s. 



r 
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' States wlU*liSTe to^walve UmiUi on 
amounts, duration, and 8c6pe for CHAP. 
children only. 



CopaymentB ^may be required for 
adults ift a family, while they are pro- 
hibited for CHAP children. 



' sy^UTioN 

(a) States amend provider manuals 
'to make providers aware of removal of 

limitations, for CHAP children. 

(b) Computer processing routine 
wilTmatch claim^agalnst eligibility file, 
identify that recipient as. a CHAP 
child, and t^en Ignore service^ limita- 
tions applicable to non-CHAP redpidbits. 

(tJ) States will need to concentrate 
>their utilisation review activities upon ^ 
verTices which liave had amount, dura* . 
tion, and scope limitations removed. 

.(a) MoNdiflcation of the provider 
manuals should ftlert provi^lers to' a - 
^copayment policy which differs between 
children and adults. A CHAP card 
would help protect the c{^ld from being 
asked for a oopayment. The oomputer 
coul^ adjust co8t>8haring and reim- 
bursement between child and adult 
services. ^Thls conflict incopayment re- 
quirements is already present under the 
current EPSDT'progiam. 



eatm^nt 



^r|>bieui Area : Tracking Children Into Treatment 

Many States 4o hot have the capa- 
bility^ to trapb; c^ildrenjnto treatment 
^or,*as ae^corollafry, to assocfkte a treat- 
ment biU with conditionH found in 
screening. 



o (a) EPSDT penalty regulations will 
mjuire tracking of each chjld with 
problem conditiont?^ and will * help 
motivate i^tates to install improved 
^syst^ms. 

,(b)* A gen*&ral systems d^slgn of a 
. - ^ , inodfel EP»DT Ma nagemeht^tn forma - 

' - <■ tion. JSystfem is being developed by JIEW 

*- - ^ and will be delivered to the States 

• ^ wiien the final penalty regulations a re - 

. promulgated. V 
' (c) The Medicaid Bureau will award 

- ^ contractit in fiscal year 1978 for tech- 

nical assistance to .States in improving 
• . t^eir case management systems. 

(d) The '^ledioaid Bureau Is Invest i- 
. ^ ' ' • gating the possibility for advanced sys- 

- * 4 lems funding (90/75 i)ercent) for States 

/ \Vhlrh develop computoT .systems which 
fulfill the principle funrtlqnal require- 
ments of KPSWT. ' 

• ■ V. . " . ■■ , . . 

. (HEW RESP0N8K FROM P^E184) 

The Department has developed a druft'request for proposal (RFP) which will 
":j)e-used to^llclt proposal's fQr-,d^uou;fldt3llrton 'sites. We expect to have the final 
' tmd^ HhQ^^^ will dei)end on the availability of 

gifidv«ih<?^ ^neiie demonstrations and tneir independent evaluations would cost 
excess of $4 million over a three-year period. Tlie funds are not avayftWe to 
Lthe pi^jects because of general Wmitatlons and higher priority work, "^would 
^t In 19^ sufficient funds cmild he foniul with which to do these proj8?ts 
IdditlOn. HGFA. and the Robert Wood JohiLscm . Kfmndatioh have been 
^ colEifeorating on a series of demonstrations and evaluations to test new methods ' 
. «f delivering and reimbursing services byvj'xpanding the delivery of primary care 
and breventive^ervlces In ambulatory clinic .settings In nirderserved urban areas 
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